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PSYCHIATRIC EXAMINATIONS OF OFFENDERS : A SPECIALIZED 
SERVICE 


BY PHILIP MERTZ, M. D. 


Psychiatrie treatment of offenders presents special problems 
which are not usually met in the ordinary psychiatric agency that 
is geared to deal with law-abiding patients. Even the individual 
psychiatrist who plans to see offenders in his private practice must 
face the fact that he needs specialized knowledge for this particular 
type of patient, and he must be prepared to cope with situations 
that differ technically from those he encounters in regular psychi- 
atric practice. This paper deals with the operations of the Asso- 
ciation for Psychiatric Treatment of Offenders, more briefly known 
as the AP'TO, a private agency specializing wholly in the treatment 
of offenders. A unique feature of this agency is that the diagnosis 
and treatment are done in the private offices of the participating 
psychiatrists. 

The APTO was founded in New York City in 1949 by Melitta 
Schmideberg, M. D., an internationally known psychoanalyst, and 
a co-worker, Mr. Jack Sokol, who is now executive director. The 
organization early attracted the attention of outstanding authori- 
ties in the field, such as Drs. Benjamin Karpman and Franz Alex- 
ander, Dr. Edward Glover of London, and Dr, Daniel Lagache of 
Paris. A group of psychiatrists, psychologists, and social workers 
have volunteered to aid in this pioneer effort to treat delinquency 
with the knowledge and advanced techniques of modern psycho- 
therapy. The doctors contribute their services without charge, 
and some of the most difficult types of cases, including ex-convicts 
and drug addicts, are seen. 

Examinations and treatment are done in the private offices of the 
staff members without distinguishing APTO work from their pri- 
vate practices. For the most part, cases are referred by courts and 
official agencies. Some have also been referred individually by 
judges, by members of the district attorney’s office, and by defense 
attorneys for diagnostic interviews. In some cases, these are in- 
terviews before sentencing to determine how a case can be handled 
most satisfactorily, that is, whether a defendant should be impris- 
oned, hospitalized or put on probation. 
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RELATIONSHIP WITH AUTHORITY 


Before any psychiatric examination of an offender, it is impor- 
tant to determine the legal status of the patient. One must know 
his position in regard to the law and authority. Is he charged be- 
fore the court? Has he already “taken a plea” and is now up for 
sentence? Is he on probation? Or if he has just been released 
from a correctional institution, is he on parole, and if so, how long 
does he have to remain on it? With such cases, psychiatrists find 
themselves not only involved with an individual, the patient him- 
self, but with official agencies such as the courts, the district attor- 
ney’s office, parole and probation agencies. For example, if a pa- 
tient has not yet been disposed of by the courts, a therapist-member 
of the APTO would have to deal with the courts directly, which 
might involve interviews with a judge, a district attorney, or an 
investigating probation officer. 

It must always be remembered that the fate of the patient can 
well be decided on the basis of the psychiatric examination, which 
may determine whether the offender is put on probation, and thus 
is available for treatment, or whether he is sent to a correctional 
institution, which would end the APTO’s contact with him. The 


psychiatrist’s responsibility is great, with a two-fold obligation to 
the community and to the patient. Actually, in most cases, one 
must not only convince the patient that treatment is desirable but 
the authorities as well. 


REFERRAL OF CASES 


Although cases are usually referred by official agency, some have 
been sent by private social agencies with aftercare departments. 
A few patients have come on their own, having heard about the 
organization from friends or other sources. The ordinary contact 
is initiated by letter to the APTO from a court probation depart- 
ment, or from the parole bureau. The letter usually gives a brief 
case history. 

Referrals from probation departments are of two kinds: cases 
for pre-sentence investigation and cases of offenders who are al- 
ready on parole or probation or under other official supervision. 
A pre-sentence investigation takes place after an offender has 
pleaded guilty. A probation department in this case gathers in- 
formation that the judge will use in deciding on the sentence; and 
the department’s referral to the APTO is for an evaluation of the 
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offender and practical recommendations for disposition. A some- 
what similar service is done by official psychiatric divisions, such 
as those of Bellevue Hospital in Manhattan and Kings County 
Hospital in Brooklyn. But these official psychiatric resources are: 
first, limited in intake; and, second and most important, they usu- 
ally provide no more than a diagnosis—that is, a verification of 
whether the patient is psychotic or not, information of small use in 
a pre-sentence report. In the APTO pre-sentence reports, diagno- 
sis is subordinate to a description of the personality patterns, mo- 
tivations, prognosis and program for psychotherapy. 


Rererrau or Patient ror Pre-Sentrence [INVESTIGATION 


Pre-sentence referral depends, of course, on the patient being 
out on bail or in the custody of his parents. Except for one or two 
occasions the psychiatrists have not gone into the city prisons. 
The trip was too time-consuming and involved. Such a trip re- 
quires half a day of the psychiatrist’s time, and involves red tape 
in obtaining a court order. The patient out on bail actually is 
under no legal compulsion to come except that he knows the in- 
vestigating probation officer may interpret a refusal in a bad light. 
Therefore most of these offenders come for their appointments. 

The following case will illustrate the procedure. John, 17, 
pleaded guilty to grand larceny for stealing an automobile. He 
came from a fairly stable home and was the oldest of four children. 
When he was arrested, he was working in a printing establishment 
where his father was also employed. He had left school at 16; his 
work record was satisfactory and his school record bad; he had 
been a poor student, though not a trouble-maker. He had been 
arrested twice before as a juvenile delinquent, and once was on a 
two-year probation period. The probation department sent this 
boy to the APTO, because of the inconsistencies in the facts that 
he had good relations at home and worked steadily, but still com- 
mitted delinquent acts. 

At his first psychiatric examination, John was reticent and evi- 
dently hostile. He sat and glowered resentfully at the writer, 
whom he identified with the courts, because it was the proba- 
tion department that had recommended that he come. To get him 
to talk about the crime he had pleaded guilty to and his own in- 
volvement in it, he was told that all the information wanted could 
be gotten from his probation report but that it would be a nuisance 





182 PSYCHIATRIC EXAMINATIONS OF OFFENDERS 


to have to read it there. He then related in the shortest manner 
possible that he and four other boys had been arrested in a car 
that all of them had stolen together. The owner had left the keys 
in it; and they had taken it for a “joyride,” without any intention 
to sell or damage it. It was obvious that he was speaking as if the 
psychiatrist were the judge, and was putting the matter in the best 
light. 

He was then asked about his relations to his parents and his 
brothers and sisters. He flared up at this and said they had noth- 
ing to do with the case. He would tell all that was asked about 
the crime, but nothing about personal things. The writer then told 
him that he was a private psychiatrist, and had no connection with 
the courts. He was then told that he had been sent to a psychia- 
trist because the court was considering whether he should be given 
a chance, and that if the doctor knew the facts, perhaps he could 
help him. 

John relaxed a little after this and apologized for being rude. 
He said he had been pushed around so much by everybody since he 
had been arrested that he was tired of it. He said it was the same 
way with his father. He was always bossing him around, and try- 
ing to find out everything he was doing. One time when he was 
14, his father had caught him masturbating, and had beaten him 
severely. His mother, too, was always watching him. She always 
wanted him to run errands for her, help in the house, and never go 
out with anybody. That was the reason he liked to work, even in 
the same shop with his father. He would rather work elsewhere, 
but it was hard for a kid like him to get a job on his own. By 
working, he could at least get out of the house. Then he added he 
didn’t much care if he did get sent away. 

It was not felt necessary to conduct an elaborate neurological 
examination of this boy. He made a good appearance. He spoke 
well and appeared to be of at least average intelligence. The only 
overt symptom he showed was a slight mouth twitch, probably due 
to nervousness over the interview. He spoke relevantly and co 
herently. And though he appeared to have mild ideas of reference, 
these were founded on the objective facts that his parents and the 
probation officer were suspicious of him. Before completing the 
psychiatric examination, a battery of psychological tests was ar- 
ranged for. 








PHILIP MERTZ, M, D. 183 


John was given the Rorschach, the Wechsler-Bellevue Intelli- 
gence Scale and Figure Drawing. His full scale 1Q was 105, indi- 
cating good intelligence, average or above. The Wechsler showed 
that his school failure was due to emotional or personality disturb- 
ances. The Rorschach was not very revealing because of his 
guarded responses, although it showed a great preoccupation with 
sex on a very immature level. He strongly leaned toward feminine 
identification. 

John said in the second and final psychiatric interview that he 
did not trust the psychologist very much. He thought he was being 
tricked into revealing things that would be held against him. After 
asking for secrecy, he admitted having homosexual ideas and hav- 
ing had some homosexual contact with some of his friends. But 
he stated emphatically that he preferred girls, and only “fooled 
around with the kids” because he thought girls wouldn’t have any- 
thing to do with him. 

It should be stated clearly that the examining psychiatrist in 
such interviews should strive for a summation of impressions in 
submitting his report to a probation bureau—rather than seek to 
give a specific detailed account, or blow-by-blow description, of 
what he finds. One must always keep in mind that these reports 
will be evaluated by laymen rather than professional persons, and 
are very likely to be misinterpreted. Many of the details that the 
patient tells the psychiatrist must be kept in confidence, in order 
not to distort the picture the lay reader gets. The court is inter- 
ested in the personality and potential of the patient. Some of the 
facts gained are “taboo” for the report, because they will not help 
in the disposition of the case, but merely prejudice the judge—who 
generally does not have a psychiatric background—against the pa- 
tient. For example, this patient’s admission that he had had some 
homosexual relationships indicated to the psychiatrist, among 
other things, some degree of sexual immaturity, but to the court 
might be construed as a deeper delinquency than ever. 

However, a complete and accurate report was made up on this 
patient, in all its details, for transmittal to the therapist who would 
be assigned if the boy was put on probation. A modified version, 
in the form of a letter, was sent to the probation department. In 
this letter, it was stated that John’s delinquency was due to person- 
ality disturbances that could be put in order by psychotherapy. 
Some of the boy’s emotional conflicts with his parents were pointed 
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out, and recommendation was made that the parents be advised to 
seek guidance from a social agency of their own choosing. Some 
of the positive aspects of the boy’s personality were stressed, par- 
ticularly those relating to his steadiness in holding a job; but it 
was also recommended that he be helped in obtaining a job away 
from his father. It was stated that the boy was a good prospect 
for probation, if psychotherapy was made a condition of proba- 
tion; and the APTO agreed to keep an opening for the boy in the 
event he was given a chance. These recommendations were ac- 
cepted by the court, and the boy had therapy on a twice-a-week 
basis for six months. John made good the promise he showed, and 
has remained out of trouble to this day. 


Rererra or A Patient ALREADY ON PROBATION 


The majority of cases coming to a psychiatric facility for offen- 
ders will be under probation jurisdiction, or under the jurisdiction 
of some other agency, such as parole authorities, the Juvenile Aid 
Bureau of the Police Department, or the aftercare agencies con- 
nected with correctional institutions for juveniles or adolescents. 
Such referrals should be distingished from the psychiatric exam- 
inations in the pre-sentence investigation phase. The patients on 
probation, parole, or aftercare supervision, have already been 
through the courts and are in a supervised status. In addition to 
coming for treatment, they must report regularly to their super- 
visors as well. It is well known how difficult it is to keep young- 
sters in treatment without some sort of pressure, and it is not al- 
together a disadvantage that a supervisory officer shows an inter- 
est in how they are getting along, providing the therapist himself 
does not make the mistake of identifying himself with authority in 
the mind of the patient. 

In a referral from a probation department for one of its charges, 
there is no necessity for giving the department an immediate re- 
port, aside from an acknowledgment that the patient is being ac- 
cepted or rejected after a psychiatric interview. It is of course a 
good idea to keep on the best of terms with the patient’s probation 
officer, but contact can be on a telephone level. Probation officers 
usually are satisfied with brief appraisals of the situation, includ- 
ing reports as to whether the patient continues to come for treat- 
ment, They usually will be as helpful as they can be in following 
through with such practical aspects as getting the patient a job, 
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if necesary, or visiting the home if the situation deteriorates there. 

Rather a significant proportion of probation referrals are those 
relating to sex crimes, usually such “minor” ones as exhibitionism, 
loitering in public toilets, voyeurism and homosexuality. What to 
do with such cases has long been a problem with the courts. There 
is an extremely high rate of recidivism among them, yet they obvi- 
ously cannot be considered criminals in the usual sense. Even the 
layman can recognize the emotional disturbance underlying such 
behavior, and, therefore, the courts are much more ready to accept 
the alternative of psychotherapy to a punitive sentence. This, of 
course, has drawbacks as well as advantages. Because of the fact 
that the crimes are not considered major, and the offenders them- 
selves are usually not of the aggressive type, these cases are too 
often looked on as easy. But from a psychiatric point of view, they 
are often difficult, with deep and confirmed underlying structures 
of pathology. The psychiatric examination must be thorough, to 
determine whether there are explosive factors in the personality 
that might erupt into seriously antisocial behavior. 

Such a case was Tim. He was an 18-year-old boy who, after re- 
peated arrests as a “Peeping Tom,” was finally charged before the 
court. Tim was six feet one inch tall, with a peculiarly malformed 
face of great ugliness. He was of borderline intelligence or less. 
He was put on probation because his offense was considered more 
of a nuisance than serious. The probation officer thought his be- 
havior “queer” and felt he had never made any contact with him, 
so he referred him to the APTO for treatment. He was seen for 
two psychiatric interviews, and his parents once. 

Tim was very tense during the first interview. He did his very 
best to appear agreeable, making a very conscious effort to co- 
operate by carefully studying each response before giving an 
answer. He had a peculiar way of smiling, in an artificial, often 
inappropriate manner. His speech was rather thick, and there was 
a constant discharge of saliva at the corners of his mouth. He 
readily admitted his many offenses of peeping in windows. He 
seemed to think he was very safe in doing so, because neither the 
police nor the probation officer took a serious view of his peeping. 
But he was drawn out about other sexual ideas, and he confessed he 
had also exhibited himself many times without ever having been 
caught. He said the psychiatrist shouldn’t tell his probation offi- 
cer about it, and the psychiatrist promised he wouldn’t. He then 
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said he was constantly masturbating and that that worried him be- 
cause he thought he would go crazy. 

When he was first asked about his family, he gave what could be 
considered a typical first response for patients sent by a court pro- 
bation department. He said his father was wonderful and gave 
him everything he wanted, and that his mother was worried about 
him all the time. He was not so complimentary about his younger 
sister of 13, however. He said she was always teasing him about 
being stupid, and that she laughed at him because he couldn’t read 
very well. He said he hated her and would beat her up if he wasn’t 
afraid of his father. The interview was closed then and another 
appointment suggested. 

For the next interview, the matter was approached from another 
angle. If his father was so nice to him, why was he afraid of him? 
Tim at first insisted that his father was good to him but that he 
did whip him once in a while, even as late as the day before. He 
showed a bruise on his arm that his father had given him. The dis- 
play of the bruise seemed to let his barriers down, for in a pathetic 
voice he began to tell how his father had beaten him brutally from 
the time he was small. He remembered getting beaten every day 
for one thing or another. Sometimes his mother tried to protect 
him; but most of the time, she simply turned her head. She once 
told him he would come to a bad end; but when Tim was pressed 
about why she had said so, he refused to answer. 

Once he got started he kept right on talking. Some of the ma- 
terial that came out was obviously of a delusional character. He 
said he had a lot of money hidden away, and that before long he 
was planning on skipping away and going down to Florida. He 
said he had a girlfriend who was going to run away with him, and 
he described her in the most glowing terms. Then he said he had 
all the girls he wanted. The reason he would go up on the roofs 
to peer in windows was that women who were alone would see him 
and invite him into their homes for sexual intercourse. He said he 
had many women that way, but now he wasn’t going to do it any 
more because it always got him in trouble. 

A factor that made immediate institutionalization necessary was 
this huge boy’s own confession that he played sexually with little 
girls when he got the chance. He implied that the little girls were 
always seducing him, and, therefore, he was afraid to walk down 
the street. He was not only afraid of getting in trouble over it, but, 
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moreover, was in fear that he would hurt one of the little girls~ 
and that was something he did not want to do. 

Tim was completely preoccupied with sex. His productions were 
both delusional and factual, and it was hard to separate the two. 
There was no question that his was a full-blown psychosis. The 
surprising thing was that he had escaped detection so long. The 
writer made contact with the probation officer by telephone as soon 
as Tim left, and recommended immediate institutionalization. The 
probation officer wanted more, and specific, details before comply- 
ing; but the writer was reluctant to give them to him at the time 
because of the real possibility that he might take legal action and 
charge Tim with the offenses he had told about. 

Instead, an interview with Tim’s parents was arranged; and they 
were told the seriousness of Tim’s illness. It was suggested that, 
if they could, they should have their son voluntarily committed for 
further psychiatric study. When they resisted, it was pointed out 
they faced further possible disgrace if the boy committed some 
sexual atrocity. The father kept saying that a good beating would 
knock the crazy ideas out of Tim’s head; but the mother finally ac- 
quiesced and then said that she had been aware all along of Tim’s 
condition but had covered up for him. Though her husband tried 
to hush her up, she related that two years ago Tim had attempted 
to rape his sister who was 11 at the time. 

Tim was taken to a psychiatric hospital and subsequently was 
committed to a mental institution. This is an example of what was 
considered an easy case. Quick action probably saved the commun- 
ity much grief and expense. 


REFERRALS BY THE JUVENILE Alp Burgrau—A Ponicr AGENCY 


The Juvenile Aid Bureau is an official agency connected with the 
Police Department of the City of New York. Most of the police 
departments of the big cities in this country have such specialized 
bureaus for handling young offenders. The personnel are gener- 
ally policemen with social work training or psychological training 
in this work. The Juvenile Aid Bureau in New York City is one 
of the most advanced in the country; it sees many thousands of 
cases each year but has a very limited treatment service; and the 
majority of cases needing psychotherapy are referred to available 
community resources. Unlike the case of referrals from probation 
and parole bureaus the patients are not kept under bureau super- 
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vision after referrals are made, although the bureau will co- 
operate with the referral agencies, as it has with the APTO, in 
keeping contact with the patient when necessary and in visiting 
families. 

The intake of the Juvenile Aid Bureau is extremely varied. 
Many youngsters come to their attention for minor pranks or mis- 
behavior. Such are dealt with mildly, sometimes only with repri- 
mands. The more serious cases where actual criminal misdoings 
are uncovered are sent directly to the children’s courts. One rea- 
son for this action is the paucity of specialized psychiatric re- 
sources. If there were more referral possibilities, fewer cases 
undoubtedly would be turned over to the courts. The APTO took 
as many children from the Juvenile Aid Bureau as possible. In 
various instances, the bureau sent cases to the APTO for help in 
determining what dispositions to make, and these were processed 
along the same lines followed with cases for pre-sentence investiga- 
tion. Of these cases, the APTO selected those that appeared suit- 
able for psychotherapy. 

Of all the agencies dealt with, relations with the Juvenile Aid 
Bureau were the most satisfactory from the APTO point of view. 
Its whole attitude was dominated by a balance and realism that 
only comes from substantial experience in this field. The case 
reports and psychological testings were always of an extremely 
high order and would be well worth study by other agencies. 

Susan, aged 16 and a half, was referred by the bureau for treat- 
ment. Its report was complete, and there was strong evidence of 
good contact having been made with the girl by the policewoman 
who did the interview, a fact which is to be commended because the 
girl was dealing with an authority figure that ordinarily, one might 
think, she would distrust. The good rapport thus established was 
transferred to the APTO and the girl proved trusting and co-oper- 
ative. Her mother had complained to the police that Susan stayed 
out very late at night and sometimes did not come home at all. 
There were reports of truancy before she gave up school. She was 
living at home and contributing $10 a week to the household. Su- 
san’s father had died when she was six, and her mother had soon 
remarried; the stepfather was now living in the home. 

The fact that the complaint to the police had been made by her 
mother was an indication of their relationship. Actually Susan got 
along much better with her stepfather than her mother; and as it 
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was learned subsequently, this was the core of her difficulties. As 
the case developed from material provided by the girl, it was ap- 
parent that she was attracted sexually to the stepfather and he to 
her, although there were never any overt moves toward seduction 
on the part of either. The situation did cause, however, extreme 
tension in the family, with the mother openly jealous of the girl and 
in effect driving her out of the home. Susan, as a result, was becom- 
ing sexually promiscuous. When she stayed out late or overnight, 
she was usually with a man much older than herself. This had 
been suspected by the mother but never verified by her. 

Susan sought sexual relations to prove to herself that she did not 
have sexual designs on the stepfather, but she never kept steady 
company, because any attachment she might develop would be a be- 
trayal of her secret or preconscious (rather than unconscious) love 
for the stepfather. She even went further and insisted on being 
paid for sex, in order to lend a more impersonal aspect to her con- 
duct. In point of fact, she was well on her way to becoming a pros- 
titute. 

This girl’s delinquencies were obviously of a neurotic origin, 
without at this time showing evidence of any deep underlying pa- 
thology. At the time of the referral her behavior pattern was 
becoming more deeply fixated, with prospective disastrous 
consequences of isolation and depersonalization, which would 
make the prognosis more dubious. This case turned out to 
be a wise and fortunate referral of a delinquent, caught just at the 
time when psychotherapy could be most effectively rendered. 
After examination and following the psychiatrist’s recommenda- 
tions, Susan was seen on a twice-a-week basis for nine months 
with very favorable results. The therapy, it might be added, was 
aided by the fact that the advice to get her a placement outside the 
home was carried out. 


DETERMINATION OF OFFENDERS SUITABLE FoR PSYCHOTHERAPY 


While there is little resistance today, compared to what there 
was in the past, about recognizing the value of psychotherapy for 
offenders, there is still a great deal of confusion about the selection 
of persons most suitable for psychotherapy. Unfortunately most 
authoritative agencies do not have psychiatrists on their staffs to 
examine persons in terms of suitability for psychotherapy rather 
than to determine the depths of obvious pathology. This idea of 
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looking for obvious pathology too often governs referrals made by 
persons psychiatrically unskilled. There is a tendency on the part 
of correctional and supervisory workers to single out for treatment 
only the more obvious, or the openly psychotic, cases where the 
prognoses are doubtful, to say the least, neglecting simpler cases 
where success is more likely. In terms of greatest use of available 
psychiatric personnel for treating offenders, it is more economical 
to treat cases that are more likely to respond (and only psychiatric 
clinical experience can provide reliable judgment about this) than 
to undertake protracted treatment with more deteriorated types. 

The criminal record of the offender is not always a criterion. 
The writer has in mind an ex-convict, seen by this agency, who had 
a record of three convictions and had served 15 years in prison. 
He was 44 when he came to the APTO three years ago. The diag- 
nosis appeared inescapable that he was a psychopathic personal- 
ity; but during a staff conference, one of the doctors expressed an 
interest in taking him for therapy. To general surprise, after the 
relatively brief period of four months, being seen “on and off” but 
not more than once a week, the patient stabilized, got a job and re- 
mained out of trouble up to the writing of this paper. 

And conversely, often an offender with only a minor police rec- 
ord may prove really sick. The case of Tim has already been de- 
scribed. Here is another instance to prove this point. A youth 
was referred by one of the probation departments in the city. His 
offense was stealing a typewriter. He came from a good family 
and had never been in trouble before. The referring officer ex- 
plained that he would like to have this patient seen a few times, 
“just to get him started on the right track.” Without going into 
details, this apparently mild case proved to be a full-blown schizo- 
phrenic, with a lengthy history of homosexuality of which the pro- 
bation officer was not aware. In the APTO report to the probation 
department this case was rejected as unsuitable for psychotherapy. 
The man’s confidences about homosexuality were not betrayed, be- 
cause this aspect was out of the APTO’s jurisdiction. When a case 
is rejected, it is felt to be enough to inform the referring agency 
whether the patient is dangerous or not. 

There will always remain a question of hit or miss, so long as 
referring agencies do not have a screening psychiatrist available. 
Suggestions on selections are really pointless in the situation. The 
cases that are referred will continue to be those who are trouble- 
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some, or show indications that they will become troublesome, in 
other words those the referring agencies feel they cannot cope with. 
It still remains with the association psychiatrists to do the actual 
screening. One suggestion can be made under the circumstances : 
While sending along the trouble-makers, the correctional and su- 
pervisory worker should keep his eyes open for those who are do- 
ing fairly well but seem to be faltering. Where treatment is con- 
cerned, these very often are the most promising and gratifying 
cases of all, because with relatively little effort a future fall might 
be averted. 


Tue PsyCHIATRIST AND THE CouRTS 


Such work as the APTO is doing will always be handicapped by 
being identified with the forensic aspects of psychiatry. In many 
courts the judge turns up his nose as soon as he hears the word 
“psychiatry.” This bad name has been given to psychiatry as a 
result of the use of psychiatrists in giving testimony in court. In 
such cases it is typical to find two psychiatrists for, and two 
against, the defendant. This has created what the public sees as 
ludicrous situations which are hard to live down. As a result of 
this, the fact has been stressed in many AP’'TO reports that the 
association does not take part in the court procedure that concerns 
the trial and the proving of the guilt or innocence of a defendant. 
The association is ready to give service only after the defendant 
has been disposed of according to the requirements of the law. In 
a number of instances the APTO has been asked by defense attor- 
neys, and even a judge, to go into court to testify for the determin- 
ation of a verdict. It has consistently refused. 

The fact is that the association’s examination reports, and per- 
sonal contacts were means of educational work with the courts. 
Through these, the courts have learned that psychiatry has a posi- 
tive contribution to make in the form of screening out the more 
dangerous offenders, and in providing treatment. Such work has 
implications of a wider scope than is actually realized. The courts 
and persons with legal minds are well aware of it. When, in time, 
treatment for offenders is more generally accepted, radical altera- 
tions in the methods of sentencing offenders will result. Enlight- 
ened judges and lawyers know that a sentence for a crime usually 
does not lead to any positive change in the defendant. Yet it is 
obvious to everybody that a crime cannot simply be overlooked. 
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Something must be done. A prison sentence is often the only means 
most courts have at their disposal for offenders who are not suit- 
able for probation. The APTO, in a great number of cases, was 
able to provide an alternative. 


575 West End Avenue 
New York 24, N, Y. 
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A PRELIMINARY REPORT ON A STUDY OF A CORRELATION BETWEEN 
EMOTIONAL REACTIONS AND PERIPHERAL BLOOD CIRCULATION, 
USING A STRAIN GAUGE PLETHYSMOGRAPH 
BY NEWTON BIGELOW, M. D., L. la BRYAN, M. D., G. H. CAMERON, Ph.D., 
V. J. FERRERI, M. D., 8. A. KOROLJOW, M. D., AND G, I. MANUS, M., A. 

For a long time plethysmography has been used largely for the 
purely physiological purpose of studying the variations of blood 
flow in the fingertip, the pinna, and the upper and lower extremi- 
ties. Physiological studies have established, for example, that 
respiration that affects the volume and rate of the heart thrust is 
reflected in the arterioles but not in the capillaries of the fingertips. 
Thus, inhalation slows the heart and increases the volume of the 
heart thrust. The resultant changes produced in the blood flow in 
the finger, for instance, can be clearly demonstrated by pletays- 
mograms.’* 

However, some additional changes in the peripheral blood cireu- 
lation are produced by the action of the autonomic nervous system, 
which affects the respiratory pattern and the rate and volume of 
the heart thrust. The autonomic nervous system also influences 
directly the tone of the capillaries and the arterioles. 

The central mechanism of the direct autonomic influences on the 
peripheral blood circulation is as follows: An increase in carbon 
dioxide or an increased body temperature stimulates afferent 
fibers, which conduct impulses from the aortic arch and large veins 
through the vagus, and from the carotid sinus through the glosso- 
pharyngeal nerve, to the vasomotor center. In turn, constrictor 
impulses are sent by the vasomotor center to the arterioles and, 
to a lesser degree, to the peripheral capillaries. The opposite ef- 
fect of dilatation of arterioles and capillaries takes place if the 
temperature or carbon dioxide decreases, or if there is relaxation 
of the aortie arch, 

The other (local) mechanism of regulation of the peripheral 
blood circulation by the autonomic nervous system takes place 
through the posterior root reflex when an increase in carbon diox- 
ide, in body temperature, or in metabolites causes dilatation of the 
peripheral capillaries and, to a lesser degree, of the arterioles. A 
decrease in carbon dioxide, in body temperature, or in metabolites, 
naturally causes the opposite effect, through the local regulating 
mechanism of the posterior root reflex. 


APRIL-—-1955-—B 
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Besides classical physiological investigations, attempts have also 
been made to evaluate finger-volume changes with respect to: pos- 
ture,* vasospasm of the radial artery,‘ arterial insufficiency in gen- 
eral,’ venous occlusion,’ heart diseases,’ and sympathetic blockade.’ 
It is now known that sympathetic and parasympathetic regional 
changes affect the blood flow to the finger. Local congestion will 
also, of course, increase the volume of blood in the finger. 

Attempts to correlate plethysmographic studies with emotional 
activity in psychopathological conditions have also been made.” * ™ 
Nyssen” concluded that plethysmography is of little value in 
studying emotional disturbances. Nevertheless, rather convincing 
work correlating plethysmographic findings with emotional activi- 
ties was done in 1942 by Neumann, Burch, Cohn and Lhamon at 
the Rockefeller Institute for Medical Research.” ** Analyzing 
the plethysmographic records obtained in their work, they differ- 
entiated five kinds of waves: pulse, respiratory, alpha, beta, and 
gamma, 

Pulse waves were further divided into three groups: large de- 
flections or Type A, small deflections or Type B and an intermedi- 
ate Type C. 

Alpha waves have a frequency of about six to eight deflections 
a minute for the finger, including both upward and downward de- 
flections. Alpha waves were divided into three subtypes: Type I 
—variations within narrow limits (phlegmatiec individuals) ; Type 
I1]—wide range of variations (excitable people) and Type Il—in- 
termediate between those of Types I and III. Beta waves have a 
frequency of about one to two a minute, while gamma waves occur 
one to eight times an hour. Neuman et al."* state that the mech- 
anism of alpha, beta and gamma waves is unknown but that it is 
almost necessarily related to the functions of the autonomic and 
central nervous systems. 

For the present work, a classification was developed which ap- 
pears to the writers to be more objective and therefore more easily 
applied than that of Neumann and his co-workers. (See the table.) 

Neumann et al.’* also investigated the differences between ple- 
thysmograms of senile and hypertensive (but otherwise normal) 
patients. They concluded that the alpha waves in all senile sub- 
jects tested were of the stable variety, Type I. Otherwise, there 
was no significant difference between senile and hypertensive 
patients. 
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TABLE. ANALYSIS GUIDE FOR PLETHYSMOGRAPH RECORDS 
Pulse Amplitude (mm. on paper) 
Less than 2 (very small), 2-4 (small), 4-8 (medium) 
8-12 (large), greater than 12 (very large) 
Variability (In mm.) 
A—Spontancous (Variations occurring while patient is alone in darkened room at rest) 
1. Pulse amplitude 
Small 0-2, medium 2-4, large 4 plus 
2. Finger volume (maximal change) 
Small 0-25, medium 25-50, large 50 plus 
B—Non-spontaneous (Variations occurring during interview) 
1, Pulse amplitude 
Small 0-2, medium 2-4, large 4 plus 
2. Finger volume (maximal change) 
Small 0-25, medium 25-50, large 50 plus 
Recoverability 
Fast (0-1 min.) Slow (1-5 min.) Very slow (more than 5 minutes) 
Pulse rate variability 
Small, less than 15 pulsations per minute (P. P. M.); large, more than 15 P. P. M. 


The results of these authors suggest that plethysmography can 
be a valuable method of studying emotions, although their investi- 
gations were made on a rather limited number of patients. 

The present experiments were conducted at Marcy (N. Y.) State 


Hospital on more than 130 individuals since February 1953. They 
have convinced the writers that plethysmography can be used, not 
only as an important adjunct to the clinical and psychological eval- 
uation of the condition of patients, but also in evaluation of cer- 
tain emotional qualities of apparently normal persons. 


PROCEDURE 


In the work reported here, the plethysmograph used is the 
type developed by Grundfest, Hay and Feitelberg.’”* The instru- 
ment was built by the Process and Instruments Company of Brook- 
lyn, from Grundfest’s specifications, 

In the method used in the present study, the distal phalanx of 
the right forefinger is sealed into a celluloid capsule connected to 
the instrument by means of eighth-inch, heavy-walled rubber 
tubing. 

The instrument has three main parts: the tambour and strain- 
gauge assembly, the amplifier, and the recorder. The tambour 
completes the closed air system and consists of a flat brass cylinder 
over which a diaphragm of rubber dam is stretched. <A wire of 
copper-nickel alloy, 0.001 inches in diameter, is fastened over the 
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diaphragm under tension, and rests on a tiny bridge at the center. 
An increase in air pressure in the tambour causes a motion of the 
diaphragm, thus increasing the tension of the wire and changing 
its electrical resistance. The wire forms one element of a Wheat- 
stone bridge. Initially the bridge is balanced, but if the resistance 
of the wire changes, a voltage imbalance results. The voltage out- 
put is then amplified and applied to the recorder, giving a continu- 
ous trace of the fluctuations. The recorder is a standard General 
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AMPLIFIER RECORDER 
Figure 1, Diagram of assembly 
Electrie photo-electric instrument which itself adds to the ampli- 
fication. A chart speed of six inches a minute was chosen for this 
work, (See Figures 1 and 2.) 

The gain of the amplifier may be adjusted over a wide range but 
most of the present records were made at one standard setting. At 
this setting, the over-all sensitivity of the apparatus is such that 
a change of volume of one cubic millimeter in the closed air system 
causes a deflection of approximately 1.25 mm. on the chart. 

The general technique of making the recordings is as follows. 
The patient lies on a cot with his arm resting at his side. The tube 
from the capsule goes through a wall to the plethysmograph in the 
next room. After the patient has been established on the cot and 
encouraged to relax quietly, the room is darkened, the door is 








Figure 2, The plethysmograph 
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closed, and he is left alone for 10 to 15 minutes. During this time, 
records are taken at intervals to establish a resting pattern. Then 
a staff member enters the room and interviews the patient. The 
conversation is picked up by a microphone beside the bed and is 
monitored and tape-recorded by the operator of the plethysmo- 
graph in the next room. Subsequently the chart may be run 
through and the tape played back as often as desired. To permit 
accurate correlation of the two, simultaneous time-marks are put 
on the chart and on the tape at the discretion of the operator. 
Also, significant features appearing on the chart are labeled in 
pencil during the recording. 

The first group of experiments consisted of purely physiological 
tests done on people who were in good general physical health. A 
normal reading was taken several times at three-to-five-minute in- 
tervals. Then certain physiological tests were given to the sub- 
jects, with adequate intervals between the tests to enable the sub- 
jects’ plethysmograms to return to their resting patterns. The 
readings obtained during the tests were compared with those taken 
while the subjects were in a state of relaxation. 


The subject was first asked to take a deep breath and hold it, 
then to exhale and hold his breath. The results of these two tests 
suggest what can be expected physiologically from respiratory in- 
terferences. The subject was then asked to squeeze the examiner’s 
hand with his own free hand. This action produced an effect which 
obviously is due to redistribution of the circulating blood in the 
body. Other motor activities show similar changes in the tracings. 


The next test, voluntary coughing, showed sudden respiratory- 
like changes in the readings. Next, a strong light was flashed three 
times at a distance of about a foot from the subject’s eyes. This 
did not produce any significant reaction in the pattern. Additional 
physiological tests included a pin prick on the skin, a test of the 
patellar reflex, and a threatening movement toward the subject’s 
eyes. The last test produced a reaction which was reflected in the 
plethysmogram only when the subject had been warned that the 
test was about to be performed. 


These physiological tests were given so that the comparatively 
simple forms of deviations produced by them in the records could 
be recognized and emotional reactions, therefore, more easily 
evaluated. 
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After a normal tracing was re-established, the serial sevens test 
was routinely given to the subject. This kind of test usually caused 
a number of changes, presumably because brain activity with all its 
concomitants is involved. 

The next step was to analyze changes produced in the records by 
emotional activity in normal people. For this purpose a series of 
questions was offered to nurses, student nurses, attendants and 
other members of the hospital staff who volunteered as subjects. 
Plethysmograms were taken simultaneously during the question- 
ing. 

The bulk of the investigation was carried out on a group of hos- 
pitalized psychiatric patients. For this purpose, questions were 
formulated by the interviewer pertinent to the case history of the 
particular patient. 

With a team composed of clinical psychiatrists, a clinical psy- 
chologist, and a physicist, it was possible to bring different points 
of view to bear on the problem, Thus the subject’s clinical picture, 
with its physiological and psychological characteristics, could be 
analyzed and correlated with the plethysmograms. 


DISCUSSION 


In this admittedly preliminary report, only a brief summary of 
observations and tentative conclusions will be given. 

The investigation indicates that no one given mental disorder— 
as classified in the Statistical Guide," for example—can produce 
a distinctive plethysmographic picture; but it can be said that cer- 
tain personality characteristics and ways of handling emotions are 
definitely reflected on the plethysmograms. This statement is 
based on tests performed on almost all psychiatric types and sub- 
types of hospitalized patients at Marcy. 

Plethysmograms of older persons generally show more stability 
than those of younger ones. Plethysmograms of men usually show 
less lability than those of women. In general, the more stable sub- 
jects give the more stable plethysmographic records. The reac- 
tions of regressed patients, emotionally flat patients, or emotion- 
ally rigid patients are both few and small. Very labile psycho- 
neurotics display very labile plethysmograms. Hallucinating pa- 
tients often show considerable “spontaneous” variations in their 
records. (See table.) Paranoid schizophrenics exhibit a number 
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Figure 5. Extremely unstable plethysmogram 
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Figure 6. Plethysmogram of improved lobotomy patient 
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of changes in their plethysmograms when anxiety-producing, de- 
lusional material is discussed. Although they tend to have signifi- 
cant reactions to apparently insignificant questions, they often do 
not respond to significant questions about their real-life problems. 
In other words, emotions that are definitely inappropriate from 
the point of view of clinical psychiatry produce well-marked reac- 
tions on the plethysmogram. (See Figures 3, 4 and 5.) 

One specific finding in this area should be mentioned: A very 
small pulse amplitude, an obscured pulse rate, and a relative ab- 
sence of emotional responses on the plethysmograph occurred in 
about 90 per cent of the lobotomized patients who showed clinical 
improvement after surgery. (See Figure 6.) Lobotomized pa- 
tients who did not show clinical improvement after the operation 
invariably had a larger pulse amplitude and more emotional re- 
sponses than patients whose lobotomies had been clinically suecess- 
ful. As lobotomy involves severing connections in the frontothala- 
mic region, it appears that the operation does sever functional con- 
nections between the peripheral autonomic nervous system and the 
central nervous system. In general, therefore, this observation 
about lobotomized subjects suggests that the function of the au- 
tonomic nervous system is even more closely associated with emo- 
tion reactivity than has been believed. However, it is obvious that 
more work is needed in this direction. 

It is interesting to note that a few persons who have not had lo- 
botomies show the same type of pattern as lobotomized subjects. 
Some of these had histories of brain injury, poliomyelitis or elec- 
tric convulsive therapy but some of them did not. Apparently 
the pseudo-lobotomy patterns of the latter have evolved spontane- 
ously and they may, perhaps, be functional rather than structural. 

The limited number of comparisons the writers have made be- 
tween plethysmograms and electro-encephalograms have not re- 
vealed any correlation. Here, too, further investigation is neces- 
sary. 

Plethysmographic tests are now given to nearly all patients who 
have shown dangerous tendencies, when they are being considered 
for discharge. The results of these tests have materially aided 
the “committee for review” in making final decisions concerning 
release from the hospital. Of the 25 committee cases studied by 
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this method, 23 were considered, by clinical evidence, to be im- 
proved; 21 of these 23 were also judged, by both the psychological 
and plethysmographic studies, to be improved. Equally good agree- 
ment was realized in judgments by the three methods—psychiatric, 
psychological and plethysmographic—as to the existence of tension 
or anxiety. Moreover, there was a notable similarity between the 
psychiatric and plethysmographie findings in two additional re- 
spects: first, the positive or negative responses of the patient to 
critical events in his history; and second, the degree of his stabil- 


ity. Frequently, however, the plethysmograph picked up a signifi- 
cant reaction that the patient was able to conceal from the psychi- 
atrist. Finally there was good agreement between psychological 


tests and the plethysmographiec records in estimates of capacity 
for control. 

In comparing the reports submitted independently on the three 
types of evidence, the greatest difficulty resulted from the fact that 
different characteristics were often rated. Frequently, the three 
evaluations covered different aspects of the patient’s adjustment. 
Nevertheless, in all cases, at least two of the three findings agreed 
almost completely on specific adjustment evaluations. 

The evaluation of one patient in particular may be cited as illum- 
inating, since it indicates how questions raised by this three-way 
study can assist in directing the recommendation of the “committee 
for review.” After treatment, this patient, a man in his 70’s, was 
found, in the psychiatric interview, to be logical, with emotionality 
within normal limits, although there was vagueness and evasive- 
ness about the specific behavioral events that had brought hirn to 
the hospital. Psychological findings also indicated questionable 
adjustment and some suspiciousness. The plethysmogram dis- 
played notable instability and strong reactions to discussion of his 
attitude toward family members. As a result of these findings, 
further social history was obtained which pointed to previously- 
concealed, suspicious, hostile and dangerous behavior, culminating 
in a homicidal attempt against a member of his family. In view 
of this history, his plethysmographic lability, with his evasiveness 
and suspiciousness, now suggested that his previous trend had not 
been essentially modified and that recurrences might be expected. 
Discharge was therefore not approved. 
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SuMMARY 


The plethysmograph findings have been found valuable: (1) in 
corroborating psychiatric and psychological evaluations; (2) in 
revealing the presence or absence of tension in the patient’s adjust- 
ment; (3) in discovering concealed emotional reactivity; and (4) in 
providing suggestions for further investigation into the patient’s 
attitudes and responses to himself and his environment. 

The current program for plethysmographic research includes: 
an expansion of the data obtained; investigation of possible simi- 
larities within clinical groups; comparison of pre- and post-lobot- 
omy records; studies of patients before, during and after chlor- 
promazine and reserpine therapy; and a continued study of the in- 
fluence of hypnotic suggestion. 
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OBESITY IN WOMEN; A PSYCHIATRIC STUDY 


BY M. BERNARD HECHT, M. D. 


I. Review or THe LITERATURE 


Recent literature has shown with considerable conclusiveness 
that in the overwhelming majority of obesity cases, the primary 
cause is overeating.’* Contrariwise, the metabolic diseases that 
cause obesity are relatively infrequent as compared with the total 
number of obviously overweight people. These diseases include 
hypothyroidism, dispituitarism, ete., and naturally, regardless of 
the presence of such syndromes the overweight individual must 
still take in more calories than are expended.’ 


In almost all cases overeating is held due to psychogenic fac- 
tors.“ Workers who have studied comparatively large numbers 
of cases more or less superficially, tend to cite less specific 
etiological bases for overeating than do those who have employed 
psychotherapeutic or psychoanalytic techniques. These see more 
definitive mechanisms. 

Thus, all obese patients who are otherwise somatically well are 
found to eat excessively. In fact, they are so resistant to lasting 
changes or reductions in their diets that some investigators con- 
sider them to be “food addicts.” Frequently such patients admit 
this by making remarks like, “For me, food is just like alcohol.” 

Two authors who have studied obesity statistically indicate that 
in many cases their subjects do not admit or recognize that over- 
eating caused their conditions. Adlersberg and Mayer,’ in a series 
of 299 cases, found that most of the patients felt that their fatness 
was due to “factors beyond their control,” and Bruch,’ making ob- 
servations on 142 children, demonstrated that in about 20 per cent 
of the cases in which no overeating was described, further study 
revealed it, 

The importance of caloric output in the genesis of obesity has 
also been stressed. In a sense caloric intake minus calorie output 
can be taken as a measure of an individual’s tendency to become 
fat. The expression “to grow fat and lazy” suggests that obese 
people actually have a relatively lower caloric output than normals. 
Why this is generally so is not well understood. Utilization of 
energy is decreased according to Bruch* because of the diminished 
amount of work performed, whereas Richardson’ believes that 
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obese persons do not expend less energy than others for a given 
piece of work but, instead, economize in the use of it by increased 
muscular efficiency. 

The type of food consumed and its rate of ingestion have also 
been commented on. Almost all of the obese patients who have 
been studied have preferred high calorie foods. Richardson’ notes 
that fruits are chosen with an above average frequency. He di- 
vides the obese into two groups in regard to speed of food intake- 
the “slow eaters,” who take the time to taste their food, and the 
“gobblers.” Gill,” using a question-answer form with 30 obese 
women and 30 controls, found that the obese group ate faster but 
spent more time at the table. 

Of the conscious reasons for their overindulgence, fat people will 
almost invariably speak of the gratification and solace they obtain 
from their meals and in-between feedings. Of course, the substitu- 
tive nature of the feeding reaction is present in all people, but is 
carried to a pathological degree by the obese. The profound and 
intimate association between eating and being loved has long been 
known, but was first clearly and definitively demonstrated by psy- 
choanalytic techniques. 

A common misapprehension is that the fat, voracious eater is a 
jolly, carefree individual, but the fallacy of this idea has been 
pointed out®**"* and the underlying depression that is often 
present noted. 

The exorbitant degree of dependency in this group has also been 
described." Gill reported that her obese patients informed 
their parents of everything they did, even in their ’teens and after 
marriage, and that they were dependent on others to do such things 
as choose their clothes. Rascovsky, et al.," in their report on psy- 
choanalyses of obese males, remarked on the exaggerated depend- 
ence on the mother, and Bruch’ stated that obese children were 
incapable of caring for themselves, even when they reached ad- 
vanced ages. 

The relationship between eating and genitality is of paramount 
importance. In 1921, Coriat,* discussing an analyzed patient, 
stated that “the hunger feeling . . . was a result of an unsatisfied 
sexual craving.” ‘There was in this ease“. . . an identification in 
the unconscious of the sexual functions and those of nutrition, and 
a sort of displacement of interests from repressed erotic to re- 
pressed hunger inclinations.” Coriat concluded that the “essential 
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feature of these neuroses with strong somatic symptoms of hunger 
is the damming up of sexual libido, because in the neuroses the in- 
troversion relates especially to this aspect of the libido.” 

In 1932, Wulff wrote an outstanding paper, “On an Interesting 
Oral Symptom Complex and Its Relation to Addiction.”" The 
paper consisted of a discussion of five analyzed patients having in 
common the symptoms of “compulsive, piggish eating, sleep addic- 
tion, dull depression” and disgust for the body. Wulff indicated 
that this symptom complex differed clinically from melancholia in 
that eating and sleeping are markedly overaccentuated in the com- 
plex he described. Although his patients asserted that eating 
brought on their depressions, the real precipitating factors were 
narcissistic injuries. Disgust, he found, rather than depression, was 
the reaction to overeating. His analysands actually carried out 
what the melancholiac limits to fantasy; the ambivalent tendencies 
were lacking, and eating was “an almost purely erotic activity— 
a substitute for genital sexual behavior seeking to reestablish a 
neurotic relationship to the object.” 

In four of the five cases, the syndrome began at puberty. At 
that time, instead of a normal increase of narcissistic pride in the 
ripening female form, this development was devalued because of 
the unconconscious castration complex and homosexual strivings. 
Wulff’s patients related the increment in body size that was caused 
by the developing secondary sex characteristics to eating; and get- 
ting fat was accompanied by shame and disgust for the body. Be- 
cause of the oral fixation, however, there was a displacement of the 
disgust from the body to eating in itself; and it was the feeling of 
disgust that the patients expressed in regard to their overindul- 
gences. 

At times when they were particularly voracious, they ate “dirty” 
food—actually remnants, leftovers, or indigestable matter. These 
foods proved to be a “symbolic substitution for the disgusting, 
dirty and at the same time desired penis.” The unconscious equa- 
tion between food and a penis taken from the male was clearly 
established, 

Wulff concluded that the symptoms staved off a deeper rupture 
of object relations and that narcissistic isolation and melancholia 
were prevented in this way. Unlike the situation in melancholia, 
the fantasied relation to objects was undisturbed and the forbid- 
ding did not relate to the hated object but rather to the partial sat- 
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isfaction. However, the same mechanism was present that is found 
in melancholia, in this case identification with the introjected ob- 
ject; and thus depression occurred. 

Following this depression, the struggle against the “eating ad- 
diction” would become stronger, with resulting unsuccessful at- 
tempts to stop eating. When nourishment was refused by these 
women, exhiliration followed because of the triumph of the super- 
ego. But this state could not be maintained because of normal 
hunger. With the intake of food again and the first “alimentary 
orgasm” (described by Rado), the attempted self-treatment was 
disrupted and the ego returned to its efforts to reconstruct ob- 
ject relations at the most primitive oral level. 


Wulff considered that this complex is a type of addiction, since 
the drive is directed toward a real object and because the response 
of the patient in achieving the goal is the same as in addiction. He 
cited a case in which the administration of a narcotic gave the same 
response as that obtained from the subject by eating. 


Richardson,” reporting on a woman in her early forties whom he 
analyzed, also found that the unconscious association between food 
and phallus was of basic importance in explaining her overeating. 
Penis envy was prominent and the wish to deprive the male of his 
penis, combined with an infantile receptivity, produced the over- 
ingestion of food which the patient fantasied would result in im- 
pregnation. Abdominal fat was equated with the pregnant figure. 
In this case, the patient also used her obesity as a means of dis- 
carding a feminine attribute, that is, attractiveness. Richardson® 
pointed out another possible meaning of the state of obesity by 
noting the relation between the words “stout,” “fat” and 
“strength.” Usually, excess body fat is associated with physical 
disability, but the likelihood of an unconscious association between 
large body size and strength is probable. 

Richardson® also wrote of the prominence of self-destructive 
tendencies in his patients, but actually little has been reported on 
the manifestations of either self or outwardly directed aggression 
in obese individuals. Eating is, of course, a primary mode of ex- 
pressing aggression in this group, but according to Rascovsky, 
et al., this discharge proved to be inadequate in their patients. 
They found that phobic symptoms resulting from the displacement 
of the primitive object of aggression occurred, as well as the de- 
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velopment of an obsessive state of submission when the object was 
actually endangered by it. 

A number of consistent and generally accepted findings have 
been made in regard to the early development and family charac- 
teristics of the obese. These include the presence of an underlying 
deprivation from the parents,®*** oral frustration due to un- 
usual frustrations and gratifications at that level,***"™ a dom- 
inant, over-protective mother,” *™ and a weak and passive or dis- 
tant father.” *™ 


In her studies of obese children, Bruch* was led to conclude that 
in an overwhelming number of instances there was evidence of 
marked maternal overprotection. She felt this was related to the 
frequency of the difference in age between the obese child and a 
sibling, or a state amounting to the situation of the “only child.” 
Mothers utilized feeding to appease their guilt of unconsciously 
rejecting the child or of having neglected another child who died. 
In half the cases, the pregnancy was unwanted and inadequate 
breast feeding was present in 31.5 per cent of the cases, as was ex- 
cessive bottle feeding generally. For these maternal parents, giv- 
ing food was the only way of giving security. This pattern was ac- 
companied by a fostering of infantile dependence by making the 
child helpless without the mother (caring for physical needs long 
after normally required). The mothers often claimed deprivation 
in childhood by their own mothers and used their own obese chil- 
dren as a means of fulfilling unsatiated intellectual ambitions. Be- 
sides this overprotectiveness, these women were distinctly dom- 
inant in the family group, many of the fathers being weak and 
ineffectual. 

Psychoanalytical confirmation of Bruch’s interview study was 
found in the recent paper of Rascovsky et al. These authors also 
emphasized the state of excessive oral tensions in infancy and re- 
marked on the mother’s use of stimulation and satisfaction of her 
baby by oral techniques. At the same time, there was a “lessening 
of the necessary frustrations and identifications which constitute 
the first basis of the super-ego.” The mothers were overprotec- 
tive; and they prolonged the primitive relation to their children to 
an exaggerated degree, impairing development to later phases. In 
this manner, an ineffectual oral super-ego was established along- 
side “the organization of an oral ego in all its strength.” Reality 
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was conceived of in an oral way, and the overcoming of frustration 
was attempted by eating. 

Over-identification with the mother was found to be considerably 
incremented by default of the father, whose actual or figurative 
absence inhibited normal identifications with him. The authors 
stated that “In all our cases there are long periods in which the 
father does not share the child’s life, or favor by his presence or 
activities the balance of his cathexis with his mother.” The ego in 
the anal and genital stages is thus weakened, while the super-ego, 
as the representation of the father, is excessively powerful. 

The authors consider the psychic mechanisms of obesity as being 
of two kinds. In “primary obesity,” although the oral ego is in- 
tense and the super-ego of later periods tyrannical, the identifica- 
tions of the ego are permanent and thus associated with an actual 
breast. The ego therefore derives some effective strength through 
these identifications. “Reactive obesity” is an “attempt to restore 
a basic depressive situation . . . a manic recovery.” Here the sat- 
isfactions are mainly fantasied. Because of the unyielding super- 
ego, repeated frustrations occur, and gratification is of a compen- 
satory, substitutive nature only. “ . The ego is temporarily in 
charge of the identifications of the superego and incorporated food 
becomes identified with the breast, originally deluded.” 

As can be seen, all of the workers are in agreement as to certain 
situations found in the earliest life of their obese patients. These 
situations, of course, do not make the symptom of overeating, with 
resultant obesity, understood in terms of a specific conflict situa- 
tion. However, in the case histories reported by Wulff, Benedek, 
Richardson, and Rascovsky et al., the dynamic and structural ele- 
ments involved are most clearly expressed. 


Il. 13 Obese Women 


Of the 13 females from whom the material in this section of this 
paper is derived, four were studied intensively on the psychiatric 
service of Mount Sinai Hospital, New York City, and nine were 
seen for one to two hours each time on two to four visits to the 
Out-Patient Nutrition Clinic of the same institution. The ages of 
these patients ranged from 15 to 65, their weights from 190 pounds 
(in the youngest) to 433 pounds. The one criterion for their choice 
was a history of inability to reduce to any appreciable degree and 
maintain the weight loss over an extended period of time. Two ot 
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the ward cases were admitted, not for treatment of obesity, but for 
other symptoms (one for “blackout spells,” the other for urticaria). 
Both of these individuals, however, considered their obesity to be 
an outstanding complaint; and the one with urticaria felt that it 
was more important than her urticaria. 

The nine patients seen in the clinic were referred as treatment 
problems by their out-patient doctors. At the start of the inter- 
views, it was explained that they were being seen to try to help 
them lose weight, since dieting, medication, etc., had not proved ef- 
fective. An outline was composed of subjects pertaining to food, 
obesity and other matters considered significant on the basis of the 
work with the in-patients; and an attempt was made to obtain the 
patient’s feelings and associations in regard to these subjects. 
Questions were asked as infrequently as possible, and then in such 
a manner as to make dilatory or one-word answers difficult. In 
some cases the interviewer was able to acquire the information de- 
sired without mentioning the specific material directly; in all cases 
a vigorous attempt was made to avoid suggesting responses or 
ideas to the patient. 

In the hospitalized group, psychotherapy was analytically ori- 
ented. The patients were seen five times a week for between 35 to 
55 minutes a day for two to four months. As noted, study of the 
material obtained from three of these patients was used, in part, 
to make up the list of data sought from the larger group. 

The results, combining the statistical and history-taking tech- 
niques of personality study, cover the 13 cases. In some instances, 
data was not obtained because of the patient’s unconscious resist- 
ance or conscious avoidance, or because it was felt by the inter- 
viewer that the pursual might jeopardize the relationship with the 
patient, hinder further associations or be productive of too much 
anxiety. In other cases, the patient was never in a situation that 
would enable a reaction to occur in response to it (such as an abor- 
tion in a woman who was never pregnant). 

A consistent finding in all but one of the patients seen by the 
writer (two of the ward patients were treated by other psychia- 
trists) was the presence of underlying depression. None of them, 
however, was overtly depressed; but most, in the course of inter- 
views, expressed this feeling spontaneously after either denying 
it directly or by at first appearing contented or even over-jovial. 
One tense woman insisted initially that she was a “happy person” 
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but later stated with strong feeling, “I say I’m happy but I’m not 
happy. Saturday alone, Sunday alone, no place to go . . . the 
children getting married and not interested in their mother.” (A 
number of these women complained of feeling lonely and very often 
attributed this to disinterested children, or death of the husband.) 

Eight of the patients with whom quantity of food intake was dis- 
cussed admitted overeating. One consistently denied excessive eat- 
ing; but when this question was gone into in extreme detail, it was 
obvious that she did overeat. All but one declared preferences for 
fattening foods. These included bread, butter, potatoes, candy, 
cheese, cake and ice cream. Frequently only one or two high cal- 
orice foods were favorites of a particular patient who denied liking 
or eating other types of fattening dishes. However, in such cases, 
overindulgence in the favored foods was marked. This was dem- 
onstrated to an extreme degree by a 207-pound colored woman who 
maintained her preference for meat and vegetables (particularly 
green, leafy ones) and a relative distaste for starchy and high cal- 
orice foods. Then she began to speak of her love of beer and her 
joyous and excessive abandonment to this beverage. 


While six women did not talk of fantasies or dreams of an oral 
nature, the rest spoke of them freely. One dreamed occasionally 
of foods which she “dislikes intensely,” such as sundaes, and had 
other dreams of being very thin and “floating about sylph-like.” 
Another dreamed of being given candy and, at other times, of 
drinking beer, which she doesn’t like. “Beer,” she stated, “leaves a 
terrible taste in my mouth.” Just a few moments previously she 
had used exactly the same words in reference to semen. In the 
dream about beer, the patient “drank it by the barrel” but feared 
it would make her fat. She then went on to state, seemingly in- 
congruously, that although beer didn’t taste good, she would drink 
it if she weren’t fat. 

Only one of 10 women said she had no oral outlets besides exces- 
sive eating. One patient who chewed gum and smoked two to three 
packs of cigarettes a day was offered a cigarette during the inter- 
view. She refused, saying embarrassedly, “Oh no, thanks,” and 
then adding, “It’s all right, when I get out I’ll make up for it.” 


No distinct pattern was noted as to the rate of eating, although 
the majority of these women tended to eat quickly. In almost all 
cases, the eating was done in the home and was sometimes accom- 
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panied by other activities, such as reading. There were frequent 
reports of dietary overindulgences at night. 

Ten of the woman described a cyclic type of orgy-like eating, 
followed by fasting. For example, the patient who dreamed of 
“floating about sylph-like” said, “If I eat excessively, I penalize 
myself by not eating, so as to shrink up my stomach.” Sometimes 
such information was obtained only when details of the food intake 
were requested. 

Intermittent eating during waking hours was present in 11 cases. 
Frequently this was not freely admitted, but there would be re- 
marks such as, “I do take a piece of fruit after lunch and dinner,” 
or “I occasionally take ice cream and fruit between meals.” One 
patient who denied this habit later reconsidered and spoke of eat- 
ing continuously every week before her menstrual periods because 
she was “nervous and starved” during these times. 

Satiation by eating was present in all of the cases except three, 
with whom this question was not discussed. By satiation, it is 
meant that the patient, after eating, had satisfied her hunger and 
that, in this respect, tension was relieved. 

That eating affords more than just a way of alleviating hunger 
is seen in the responses of all 13 patients during discussion of the 
relation between eating and tension or depression. Three dis- 
claimed any overeating when upset, and, in fact, said that they ate 
less at such times. Despite this decrease in food consumption, one 
of them somehow happened to gain weight during her “upset” pe- 
riods and reported naively that “my clothes get tight when I’m ag- 
gravated.” Another reasoned that when unhappy she cried and 
had to force herself to eat and thus didn’t eat as much as usual. 
Later, she reversed herself completely, with the remark, “I can 
continue eating indefinitely when I’m nervous. I force myself to 
stop. When I’m upset, I eat and eat and eat.” Only one of the 
three was consistent in maintaining that when she was disturbed 
she ate less and that when she felt good she ate more. This pa- 
tient was the only one in whom no evidence of an underlying de- 
pression could be found. Other women made it quite clear that 
they ate when “angry with my husband,” “when something’s annoy- 
ing me . . . my heart starts to beat faster,” when “I feel like 
screaming . . . something oppressing me.” 

As would be anticipated, the reverse of the situation in which 
there was eating to alleviate tension was noted, That is, a situa- 
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tion in which food intake was restricted (as in dieting) caused in- 
creased tension. Nine patients spoke of the difficulties involved 
when they tried to reduce. Most felt “miserable,” “depressed,” or 
“nervous.” One, insisting that she kept to a rigid diet yet didn’t 
lose weight, went on to say that when she is on a diet in which “I’m 
really starving myself” she becomes nervous. Another said that 
when she lost weight, “My periods don’t go right. I always imag- 
ine I’m pregnant.” This patient believed that if she remained fat 
it would keep her from becoming pregnant. The patient who loved 
her beer (the only fattening item she mentioned on her list of pre- 
ferred foods) insisted that she could diet readily. However, al- 
though she had been coming to the nutrition clinic for several 
years, she blandly remarked, “I never went on a strict diet because 
I never made up my mind to.” When asked if she would exclude 
beer in a strict diet, she related the following story. Once she was 
hospitalized and her doctor forbade her to drink beer. She pleaded 
with her daughter to sneak some in to her but finally gave up the 
idea. As soon as she was discharged she immediately “made up 
for it.” “I drank a quart of beer at one time and felt fine,” she said 
with childish glee. In regard to beer, “You just aren’t satisfied 
til you get it.” 

One of the outstanding findings in these women was the reaction 
of intense guilt after eating. In 10 cases there was a postprandial 
feeling of having committed a bad act. Taking food was conceived 
of as a moral wrong, rather than an inadvisable, dietary indiscre- 
tion. Only one of the 10 denied having guilt feelings in regard to 
overeating in general, But when speaking of her appetite for beer, 
she remarked, “Beer condemns me.” Then she proceeded to admit 
that she felt it was wrong to drink it. This same patient, project- 
ing her own gluttony on to her daughter, said, “She’s skinny. It 
makes me mad to see her eat so much. I can’t see where she puts 
it. It’s just disgusting the way that girl eats... .” 


It was noted that the guilt about eating was entirely out of pro- 
portion to the realistic nature of the deed. For example, a patient 
who would sometimes “steal a piece of candy,” but who realized 
that “you can’t fool the scale,” expressed tremendous guilt by say- 
ing, “I feel terrible, like I killed somebody. I wish I could take it 
(the food) out.” Before a clinic visit, she “can’t sleep at night. I 
hope I shouldn’t gain.” Other expressions of similar feelings re- 





M. BERNARD HECHT, M. D. 


ferring to eating (“the wrongdoing comes at night”) were repeat- 
edly obtained. 

An attempt was made to determine the relations between certain 
life situations—such as deaths in the family, operations, marriage 
of the patient, onset of menses, menstrual periods, menopause, and 
sexual relations—and eating or weight changes. The first three 
factors were not studied adequately; and no definite statistical 
findings were obtained in the others. There were some important 
individual responses which bear notation, however. 

One woman reported that during her menstrual periods she 
gained five to 10 pounds. Her menses had just terminated on the 
day of the interview and, referring to this, she said, “I feel clean 
today.” She went on to say that before and during her menses she 
became hungrier and that she felt especially hungry and thirsty 
after she got through eating. She said that when she had her pe- 
riods she had an “empty feeling.” She remarked, “I feel as though 
I have no food in my stomach cavity when I lose blood, and I have 
to fill up my stomach cavity in order to make up for the loss of 
blood.” If she eats at this time, she becomes nauseated and feels 
that the food will come up. Although after menstruation she feels 
relieved, she also feels that something is missing (an “empty feel- 
ing’). The construction that Fenichel makes in describing Wulff’s 
patients may apply here, “the fat-making dirt is pouring out; now 
I am slim again and will be a good girl and not eat too much.” The 
present patient, however, proceeds to make up for the loss of men- 
strual blood (unconsciously meaning dirt and fat) by eating freely 
again. 

One patient described her sexual appetite as being as ravenous 
as that for food. A close relationship was present between the two 
in that when she anticipated sexual relations or was already grati- 
fied she didn’t think of food but that when sexually excited and not 
relieved, she ate excessively. In discussing her sexual needs with 
her, it became clear that she was as insatiable in regard to them 
as in her eating desires. She felt that she was oversexed, saying 
that she had an orgasm as soon as her husband touched her, wanted 
repeated orgasms, masturbated to obtain additional gratification 
and almost continually had lustful fantasies. 

Overeating during or after pregnancy was found to be a consist- 
ent finding in all but two patients—with whom this subject was not 
taken up. This conclusion is based on the history of an unusually 
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large gain in weight during the pregnancy or a rapidly rising 
weight within six months of delivery. There was one particularly 
interesting case of a woman who had been illegitimately pregnant. 
Although obese before her pregnancy, she had lowered her food 
intake greatly because, she said, she had been afraid that a further 
gain would reveal her state. During her pregnancy she would 
often cry because of hunger, but after the baby was born she began 
eating more than ever before, and gained 50 pounds in 10 months 
without fear that people would think her pregnant. 

A striking observation was that out of 12 cases (the 15-year-old 
patient not being included here) 10 had a history of one or more 
abortions, two of them being illegal in one case and one in another. 
Whether this history of abortions is merely coincidental with the 
obesity can only be determined by further investigation, but cer- 
tainly the statistical preponderance of this finding suggests a rela- 
tionship between abortions and obesity. 

In three cases, the women themselves thought that their obesity 
affected conception or pregnancy. One stayed fat because “If I’m 
fat I won’t get pregnant,” although her obesity, she maintained, 
prevented the use of a diaphragm. Another felt that her obesity 
caused her abortions and a third had vague ideas about her obesity 
interfering with conception and the carrying of the fetus. 

In three instances, the patients laid claim to an unusual distri- 
bution of body weight, specifically that the fat deposits were 
mainly on the abdomen. One woman protested that her body was 
not that of a fat woman but that only her stomach was fat. 

Obesity, as being a quality of ugliness or of beauty, and as being 
unhealthful or as being a sign of physical health, was also dis- 
cussed. It seemed evident that all four qualities were attached to 
the obese state, the negative ones appearing much more obviously. 

The unhealthfulness of obesity was expressed by such fears as 
that of the heart being affected, and complaints of easy fatigability 
and of swelling and pain in the feet, ete. Only one woman main- 
tained that she didn’t want to lose too much weight because a fat 
person “looks healthy.” Patients revealed feelings of being ugly 
mainly through their admission of shame in their appearance. 
They were particularly conscious of size when they shopped for 
dresses, saw new styles illustrated, or encountered slender, attrac- 
tive women. One woman was so ashamed of her size that she would 
hold a pocketbook in front of her to cover her abdomen when she 
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went outside. Her attempt to conceal her abdominal fat also re- 
veals her idea as to where the excessive weight is distributed. 
This patient says that she never undresses before anyone, includ- 
ing her husband. With the doctor she is highly embarrassed. 
(“You'd think I was hiding something . . . this fat belly.”) 

In a less direct way, an association between fatness and being 
beautiful was made by a couple of patients. For example, one 
wanted to be thinner but didn’t like the “thin part” of other women. 
Another made a slip of the tongue: “slim but beautiful.” 

Without exception, the patients reported being teased or criti- 
cized by one or more family members because of overeating and 
obesity. On the other hand, one of these women feared to reduce 
because reducing would bring a battle with her husband, since “he 
just doesn’t like little girls . . . being large makes me think I’m 
older than my age.” This 32-year-old patient had wanted to look 
older than she was since she was 17, 

In seven out of nine cases, it was reported that the onset of 
obesity was around the onset of puberty, but no correlation was 
present between eating and the onset of menses. 

From the out-patients, there was a dearth of material in respect 
to their attitudes toward their families. It would thus seem pref- 
erable in this sphere to mention primarily the data from the ward 
group. 

Each of the four of the hospitalized patients felt that she had 
been her father’s favorite child; and, in each case, there was the 
feeling of having been supplanted by a younger sibling. (Seven of 
eight clinic patients had younger siblings.) There was a great 
deal of unconscious hostility toward the sibling and also toward 
the father because of this. In three of the four cases the father 
was described as being immensely possessive of the patient, jeal- 
ous of her contacts with other men, and either directly or indirectly 
seductive. In one case in which this was not found, attempted rape 
in childhood by a stranger was reported. 

All of the ward patients admitted that they had felt that they 
had not been adequately loved or affectionately treated by their 
mothers in childhood. These mothers were pictured as being taken 
up with their housework and the patient’s siblings, helping the 
father manage the household and his business, and so on. It seemed 
to the patients that their mothers were usually too busy to find time 
to show much love. The mothers’ underlying dominance in the 
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family-structures was seen in their excessive participation in mak- 
ing future plans for the children, or managing the finances. In two 
cases the mothers had denied the patients permission to pursue 
their chosen work. The patients had often been denied material 
things in a wholly inconsistent manner, so that at times their child- 
hood wishes were met; and, at other times, without apparent rhyme 
or reason, natural desires were not gratified. 

Three of these four ward patients were married (the other was 
the girl of 15). These three appeared to be the controlling mem- 
bers of their marriages, and all were ambitious for their husbands, 
presumably more so than the husbands were for themselves. Each 
tried to contribute to the work of the husband in some way and/or 
felt it incumbent upon herself to teach, elevate or reform him. This 
dominance of the obese woman in her family was also found in the 
out-patients in five out of six cases investigated. In the sixth case, 
the patient said that her husband was the boss, but indicated that 
he had to fight for this position. He would say to her on occasion, 
“You have the pants, but mine are longer.” 


Ill. Case Srupy 
A. Life History 

The case to be described herewith is that of a 32-year-old mar- 
ried woman who, on her admission to the Mount Sinai Hospital 
psychiatric service weighed 225 pounds (she is 5 feet, 5 inches tall). 
She was originally admitted to the dermatology ward for a widely 
distributed urticarial rash which had been afflicting her intermit- 
tently for about four years. However, because of intractability to 
dermatological treatment, as well as because of obvious psycho- 
genic elements in this symptom, and because of her obesity and 
periodic depressions, she was transferred to the psychiatric ward. 

The patient was of Rumanian Jewish extraction, her parents 
having come to New York City while they were young. “Elsa” was 
the first born, the delivery being a normal one. Little information 
was obtained as to her early feeding and bowel habits or her early 
childhood adjustment. An often-told family joke, however, was 
that when she was six months old she was discovered at the icebox 
having consumed a half-pound of butter. Thus she was always an 
excessive eater and was overweight to some degree as far back as 
her memory or family legend goes. 
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When Elsa was 17 months old, her sister, Paula, was born; but 
Elsa could recall absolutely nothing of the event. Her earliest 
recollections were those of her own relations with her parents. She 
remembered that her mother was always trying to cook good things 
for her to eat, yet she would never give her any “extras,” like candy 
or cake. Once Elsa stole the piggy bank, went to a candy store 
and treated all her friends to candy. Though she often asked her 
mother to buy her things when they went into a shop, she was 
rarely gratified. 

In fact, Elsa had always felt that her mother, burdened with the 
cares and management of a family in financial straits, never 
seemed to have time enough to be very affectionate. The father, 
on the other hand, was a demonstrative person, a “passionate, dog- 
matic, colorful guy,” enthusiastically interested in society, politics 
and philosophy, and he was in this latter respect quite different 
from his wife. He was a skilled furrier, but barely managed to eke 
out a living. 

Elsa remembers her closeness to her father with warmth, even 
though she knew he had wanted a boy instead of her. He would 
sometimes say, “If you were a boy you could come to the Turkish 
bath with me and throw water on me,” and she remembers having 
wished to be a boy on these occasions. 

When she was six a second younger sister, Alice, arrived. Not 
only did Elsa have no recollection of her reaction to this sibling’s 
birth but for the first two weeks of therapy she did not even men- 
tion her existence! On the night Alice was born, Elsa had put a 
goldfish bow! on the outer windowsill (instead of throwing it from 
the window which she had been prevented from doing). The next 
morning the fish were frozen in the bowl. It was Alice who turned 
out to be the most feminine of the sisters and the one whom the 
father regarded as his “beautiful” child, rather than the intellect- 
ual companion that Elsa was for him, 

About this time, Elsa started school where she was liked and had 
many friends. She did well and was very ambitious intellectually, 
wanting to be a doctor when she was only nine years old. She had 
had little contact with doctors up to this age, however, since she 
had had no physical illnesses. But in her tenth year she suffered 
an attack of hives which lasted several months and then disap- 
peared as mysteriously as it had come. 
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With the onset of the depression, her father lost his job, and the 
family’s economic status became so strained that for a while they 
were on relief. There were many material things that they had to 
do without, and they were even restricted in purchasing food. They 
moved intermittently to cheaper and smaller apartments and Elsa 
often had to sleep in the same bed with Paula. 

Soon her parents began quarreling about money. Elsa realized 
this at 12 and was disturbed to see her father, an erratic and 
changeable man, yell at his wife and push her around. Her mother, 
a jealous woman, would intermittently accuse the father of having 
affairs with other women, and violent arguments ensued. Invari- 
ably the father would “win” by protesting his fidelity (Elsa be- 
lieved him) in an aggressive, blustering manner. The mother would 
then “act like a martyr.” Elsa felt that her mother actually en- 
joyed provoking these fights and that, by her suffering, she became, 
in a sense, the final victor. At this time Elsa used to have fantasies 
of her parents being in a divorce court where she, herself, pleaded 
with the judge not to divorce them because it was really the finan- 
cial trouble that caused their estrangement. 

During this period she began to eat even more excessively to 
“compensate,” as she put it, for the feeling of frustration she had 
because of her parents’ arguments. However, she never associated 
her increased eating at that time to the fact that her mother was 
pregnant again. 

It was only a short time before her third sister was born that 
Elsa had begun to notice her own developing figure, about which 
she was both proud and embarrassed. Her mother had told her 
about menstruation when she was 12 and several months later her 
menses started. She has been “fairly regular” since that time ex- 
cept on a few occasions when she had immediately assumed she was 
pregnant. 

She recalled that in those days she would sometimes lie on her 
favorite couch at home daydreaming that she had discovered and 
saved the kidnaped Lindbergh baby. In doing this, she actually 
suffered a slight “but graceful” wound on one of her limbs. This 
injury, which was not at all serious, was treated by a kindly doctor 
living in the same apartment house as the family. 

The third and last sister, Wanda, was born, club-footed, when 
Elsa was in her twelfth year. She was very pleased with the new- 
comer and spent a great deal of her spare time caring for her. 
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Once she went with her father to take Wanda to a baby clinic and 
when the doctor took her for the baby’s mother she was intensely 
embarrassed about it. 

Despite the time spent with her mother’s new baby. Elsa con- 
tinued to excel in school. She took an active interest in many ex- 
tracurricular activities such as dramatics and the literary society ; 
and when she was refused admission to the high schoo! medical club 
because she was a freshman and a girl, she formed a medical club 
of her own. 

During all this time her best friends were boys, the relationships 
with them being on an intellectual and competitive level. She 
stated: “At home and in school I was very aggressive but socially 
I was a bust.” She did not date as other girls did, and there was 
an underlying feeling of disappointment that her secret, romantic 
fantasies about males were never realized. 

Not only was she a companion of the brighter school boys but for 
a while she was the favorite of first one and then a second woman 
teacher whose fondness she reciprocated. Both of these teachers 
limped. Later, when she was 15 or 16, a male teacher became in- 
terested in her because she was such a bright student, and invited 
her to baby-sit for him. She went to his home a number of times 
and one evening discovered a pornographic book hidden in a night 
table. The tale was about a girl whose woman teacher, on discov- 
ering that the girl was having sexual relations, took her to a man 
who taught her “the finer arts of love,” particularly cunnilinctus. 
She read the story as frequently as possible and, while doing so, 
ate apples and other fruits avidly, and masturbated. 

Her relations with boys, however, remained unchanged and much 
of her energy continued to be directed into intellectual channels, 
both in and out of school. But at 17, she quit day school to help 
her father establish his own fur-cleaning business. She then had 
to continue her studies at night. That year she graduated with 
honors and wanted to go on to college, despite her family’s poor 
financial status. She did not go, and she continually has regrets, 
feeling that her mother should have made further sacrifices to send 
her. 

She enjoyed working with her father immensely, even though his 
business went poorly and had to be abandoned after several 
months. Elsa, who was a fat girl by this time, had gone on a diet 
while in business with him and for the first time lost an appreciable 





220 OBESITY IN WOMEN ; A PSYCHIATRIC STUDY 


amount of weight. Her relations with him continued to be very 
close. They would have long talks about their political and per- 
sonal philosophies and she was particularly gratified when her 
father would occasionally say, as he had in the past, “Elsa under- 
stands me.” 

It was about this time that Elsa, still sleeping with Paula, had 
homosexual relations with her. This consisted of mutual mastur- 
bation and cunnilinctus, Paula taking the active role in the latter 
contact, Elsa has always felt extremely guilty about this. When, 
a short time afterward, Paula attempted suicide (presumably be- 
cause of an unhappy love affair), Elsa felt that the cunnilinctual 
relationship might have been responsible. 

In the succeeding years, Elsa continued furrier work in a factory 
and was advanced to the position of forelady. But the work never 
seemed satisfying, and at 21 she decided to study nursing. Her 
application to nursing school was accepted, but her mother, who 
had hypertension, made a great fuss about it and demanded that 
she abandon her plan because “the doctors will fool around with 
you.” The ailing woman was seen by a physician who informed 
Klsa that she would have to choose between her mother’s health 
and nursing school. With great resentment, Elsa gave up her as- 
pirations, swearing never again to brook any interference in her 
personal life from her family. And thereafter, she stated, she 
never did so. 

At this point, she obtained a position with the government, work- 
ing on airplane blueprints, again distinguishing herself as a very 
superior worker. But she was dissatisfied with the job and was 
even less content on a social level. The weight reduction while she 
was working with her father had long since been reversed, and she 
often thought with distress about her size. The obesity enhanced 
her shyness in relation to men and she continued to be a wallflower 
despite increasing sexual thoughts about the opposite sex. She 
went to milk farms, took massages, had food fads and at various 
intervals would diet to an extreme degree. But her periods of al- 
most total abstinence from food were short-lived and were almost 
invariably followed by episodes of marked overindulgence. When 
tense and depressed, as she frequently was, she would eat; and the 
foods she preferred were of the fattening variety. 

When she was 23, a radical change occurred. A _ boyfriend 
had taken her square dancing. Feeling that she was graceful 
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and lithe on the dance floor, she “lost” her self-consciousness about 
her size. She began to think of herself in more feminine terms and 
to date much more than before. Now, she felt poised and no longer 
inadequate with men, and her relations with them included sex 
play (limited to kissing, fondling, and so on) as well as intellectual 
discussions. 

At 25, she decided to have sexual relations with a recently- 
acquired boyfriend, feeling that it was about time that she 
“started.” She had a date with him, bringing along a book on mar- 
riage and sex to demonstrate her broadmindedness about these 
matters, and sexual intercourse followed. 

After that, she had a number of affairs with different men, the 
most fulfilling being with an “artistic, intelligent,” married Eng- 
lish-teacher. She had met Malcolm while on a summer tour with 
an opera company. (Elsa had added singing to her accomplish- 
ments, and was generally considered to have a good, although un- 
trained, voice). She admired his intellect greatly and enjoyed 
talking to him about their many mutual artistic interests. Her sex- 
ual submission was almost immediate. 

One of the ways in which Malcolm attracted her was by his 
marked, understanding sympathy for male homosexuals. She her- 
self had decried their persecution for many years; and she sus- 
pected that Malcolm may have been bisexual himself. He satisfied 
her sexually “like no other man.” 

When she left the opera company in the fall, she discovered that 
she was pregnant. She had, in fact, had intercourse with Malcolm 
a number of times during her most fertile period and, although he 
had urged the use of contraception, she herself depreciated the 
possibility of pregnancy. After making one inadequate attempt to 
get in contact with her lover, she accumulated the money for an 
abortion with considerable difficulty and had the operation per- 
formed. Of course, there was a great deal of mental anguish dur- 
ing this time for fear her family would discover her condition, but 
she turned to a number of other people for monetary help, telling 
them about it frankly. One incidental memory that she had about 
her search for an abortionist was her anger at being “insulted” 
when a woman doctor told her she was “too small” to become 
pregnant. 

This experience did not deter her from further sexual contacts 
with men. She came to realize that the ones who were most attrac- 
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tive to her felt the same way about male homosexuality as she 
did. Of the various types of sexual relations she had with these 
men, cunnilinctus and fellatio were the most gratifying to her. 

About the time that she first started to have sexual relations, 
she gave up her war job because, she said, the salary was inade- 
quate. She began working in the fur factory, again in a super- 
visory capacity. In her spare time, besides her social life, she 
pursued her interests in arts and crafts and supplemented her sal- 
ary occasionally by singing at weddings and parties. 

When she was 26, Mike, a man two years her junior, got a job at 
her place of work. Elsa’s first impression was that he looked like a 
“19-year-old boy,” with a “cherubic” face. (At other times she said 
that he closely resembled her father.) She soon started dating 
Mike (who was of the same religion and background as herself), 
and a passionate sexual relationship ensued. Mike liked Elsa be- 
cause she was so natural and “different from other girls,” and she 
found him “passionate, romantic and kind.” 

The courtship was a stormy one since Elsa’s lover, torn by his 
attachment to a father who opposed the marriage and by love of 
his mistress, tried to stop seeing her more than once. There would 
be tears, recriminating and reunions, and this relationship finally 
ended in marriage. Before the wedding Elsa lost a great deal of 
weight to look more attractive for the ceremony. A short time 
later, she regained it. 

Early in therapy Elsa declared that her marital relationship 
was a wonderful one, but soon the dissatisfaction of both parties 
appeared quite clearly. She was annoyed that her husband didn’t 
give up a laundry establishment in which he made little money, and 
complained that he never really gave himself to her wholeheartedly 
because he could not break with his parents who still opposed her. 


In the first year her husband was the sexually aggressive part- 
ner, but, thereafter, he became more passive and the patient took 
the initiative. She said she had cunnilinctual and fellatory rela- 
tionships with him but maintained that she preferred genital con- 
tact. She initiated the telling of stories with homosexual, incestu- 
ous and sadomasochistic content to make the act more gratifying, 
and later her husband participated in this. The first story she ever 
told was the one she read in her teacher’s pornographic book. She 
was able to have orgasms with clitoral manipulation only; and, 
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although relieved by them, was emphatic in her feeling that she did 
not have full satisfaction. 

Her husband, on his part, was very dissatisfied because of the 
way his wife kept house, her periodic buying sprees despite their 
poor financial status, her resentment of his parents, and her 
changeable moods. He was also critical of her failure to lose 
weight. Her weight had increased to its highest point shortly 
after a spontaneous abortion in her third month of pregnancy. 
The abortion occurred in their second year of marriage; and, fol- 
lowing it, she “really let go” in her eating, and her weight increased 
from 200 to 225 pounds. 

This pregnancy was the only one during their marriage and Elsa 
expressed, a number of times, her strong wish to have a child and, 
less directly, her keen hostility toward her husband whom she 
thought incapable, or undesirous, of impregnating her again. For 
the two summers before her hospitalization, Elsa worked at a camp 
taking care of children, since she had none of her own. Her hus- 
band worked in the store, visiting her on week-ends. 

Besides her long-standing obesity, Elsa has also suffered from 
urticaria which started after her father had his first heart attack 


four years before her admission to the hospital. Since then flare- 
ups occurred intermittently and lasted for varying periods. No re- 
lationship other than a chronological one was established between 
her father’s illness and her skin trouble, but it is interesting to 
note that there was a marked exacerbation when her father died 
several months before her hospitalization. 


B. The Therapeutic Situation and Ward Behavior 


Elsa’s hospitalization on the ward permitted continuous observa- 
tion of her for over three months. This was considered to be an 
unusual opportunity to evaluate the eating habits and personality 
traits of a patient hospitalized primarily for obesity, despite the 
artificial factors attendant on her being in a restricted environ- 
ment. 

Elsa was a forceful, active, talkative, impulsive woman, artisti- 
cally inclined, and interested in people and politics. She had su- 
perior intelligence and a well-above-average intuitive sense. A 
number of people agreed that she would have been pretty if not so 
fat. On the ward, she was a leader and seemed to get much satis- 
faction in directing activities, singing for the other patients and 





22 OBESITY IN WOMEN ; A PSYCHIATRIC STUDY 


generally making herself helpful, although at times her solicitude 
was rejected. 

Of the most prominent psychopathological symptoms observed, 
mood swings, low frustration tolerance, and impulsivity were most 
notable. These were paralleled only by her numerous abnormal 
reactions to food and eating and to the clearly psychically deter- 
mined urticaria. 

In the interviews she usually spoke freely but at times was se- 
verely blocked, Her attitudes varied and included attempts to in- 
rratiate and seduce; very rarely was she verbally aggressive. At 
times she was seriously depressed, had bouts of anxiety, had hys- 
terical symptoms and ate voraciously. Very prominent also was 
her tendency to act out conflicts. 

Underlying her behavior, there existed an intense and continu- 
ous seeking for approval, attention and love from her fellow- 
patients and particularly from the therapist. She tried to obtain 
narcissistic supplies in many ways and when she felt they were 
forthcoming, she was relatively happy. Frequently she attempted 
to bolster her self-esteem by demonstrating her intellectual superi- 
ority to the other patients, or by ingratiating herself with those 
around her. (She remarked, “I have to extend myself in order to 
win my way into things.”) Failing in this she would resort to 
masochistic means to force love from the therapist. Thus, she 
spoke several times of her impulse to hurt herself, and on one oc- 
casion made a suicidal gesture. It was entirely in keeping with her 
personality that this was done by swallowing several pills (bene- 
dryl and phenobarbital). Sometimes she antagonized other pa- 
tients to avoid being rejected by them first. 

As her demand for love was insatiable, she was rarely content, 
and ate intermittently during the day to a degree far beyond her 
physiological requirements. At the start of therapy a diet was 
deliberately not prescribed for her since, she stated, and quite ac- 
curately, that she knew as much as she needed to know about cal- 
ories. The first few days she lost some weight but was dissatisfied 
at the slow rate and requested a more rigid diet. When this was 
given her, she immediately began to gain and, after that, her eating 
became uncontrollable. 

Very frequently she ate immediately before or directly after an 
interview. She spoke of the “feeling of security” obtained from 
eating but realized at the same time that she was less likely to be 
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loved because of her unattractive obesity. When she had transient 
symptoms of palpitations and there were frequency and urgency of 
urination, she related these to excessive eating. At times she ate 
so much that she felt very uncomfortable and once remarked, “I 
can’t get rid of whatever is inside of me.” 

Elsa expressed a great deal of guilt over her eating. She criti- 
cised her lack of self-discipline, said she was a “glutton,” and had 
“one big mouth.” Her shame in being seen eating was particularly 
strong when she was seen by her therapist or by a male friend she 
admired who visited her on the ward. When she was with men she 
liked she couldn’t enjoy food and only took “stabs” at it. One day 
she ordered some ice cream and, upon sighting the therapist in the 
corridor, became acutely embarrassed and cancelled her order. She 
realized that her idea that “the doctors would rather that I eat 
than have bad thoughts” was a rationalization and admitted being 
“furtive and sneaky” about eating, as she considered that she used 
food in a degrading way. She also expressed fear of what would 
happen to her if she went on eating as she had been doing. (“Why 
should I get so obese that I’m going to die?”) 

When Elsa was first seen, she deseribed herself as an “earthy, 
passionate woman,” who certainly could have no sexual problems, 
but several days later she was quite convinced otherwise. After 
she had spoken of her homosexual contact with Paula, she became 
extremely anxious about the nature of her sexual impulses and was 
panicky because of the fear that she might be a “homosexual.” By 
this she meant an “incomplete or half-person,” and she wanted to 
be a “whole person.” She stated jokingly, “I am a whole person; 
there’s plenty of me, more than a whole person.” Another time she 
indicated that a loss of weight might make her feel “less complete,” 
or “less whole.” 

The men in her life fitted into two general categories. She dom- 
inated her husband intellectually and she felt that he gained from 
their relationship by becoming more of a “complete” person. Be- 
cause he shared her ideas, and she helped him appreciate art and 
literature, he developed intellectually and in his esthetic tastes. 
For her he was, in part, a “cherubie boy.” The other men, unlike 
her husband, were creative and, if not intellectually superior, were 
at least her equals. She “got as much” from these affairs as the 
men did from her. She remarked with pride that she used to 
“steal” her lovers’ intellectual attributes, 
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Close scrutiny of Elsa’s homosexual conflicts was contraindi- 
cated because of the limitations of the therapeutic situation as 
well as the overwhelming anxiety connected with these conflicts. 
However, the tremendous guilt engendered by the cunnilinctual 
contact with her sister was clear. She even felt “degraded” in 
having had oral-genital relations with men and spoke of cunnilinc- 
tus in almost the exact terms in which she spoke of her eating (in 
respect to her feeling of wrong-doing). On the other hand she 
seemed to accept her genital contacts completely with no noticeable 
guilt, 

About fellatio, Elsa consciously felt entirely different. She en- 
joyed it with her husband, and on one occasion when he was visit- 
ing her on the ward, she performed fellatio on him in secret. Soon 
after he left she proceeded to boast about it to several patients. 
During the terminal part of her hospitalization she suddenly asso- 
ciated eating with fellatio and wondered whether her guilt in con- 
nection with the former might also be present in respect to the 
sexual activity. 

Elsa’s heightened sexual gratification in the relating of incestu- 
ous, sadomasochistic, and overt homosexual stories during coitus 
was previously noted. After she left the hospital and was being 
seen in the out-patient department she reported that she had 
started telling these tales to her husband again. Their main ele- 
ment consisted of violent, cannibalistic experiences such as biting 
and tearing the clitoris and penis. 

Throughout the course of therapy she intermittently expressed 
her keen desire to have a child. At times when her period was late, 
she would think she was pregnant, and, although she agreed with 
her husband that the time was not yet ripe for her to have a child, 
they had intercourse frequently without contraceptives. In one of 
her first interviews, Elsa placed a small clay sculpture that she had 
made on the therapist’s desk, leaving it there for that session. The 
piece was of a nude, pregnant woman. At another time she made a 
football player out of clay but instead of carrying a ball, he too 
was holding a baby. She spoke with longing about Paula’s preg- 
nancy, and shortly after Paula’s delivery, she sobbed and cried 
violently because she herself was childless. 

On one oceasion she wondered whether the “shock of pregnancy 
would keep me on a diet.” At other times she expressed the feeling 
that perhaps her obesity prevented conception and possibly caused 
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the spontaneous abortion that she had had. Once, while discussing 
her figure, she remarked that aside from the fat on her abdomen 
and groin region, she was built quite solidly so that she was really 
not like an obese woman in other parts of her body. She associ- 
ated the distribution of her body fat directly to the appearance of 
a pregnant woman. While looking at her nude body in the mirror 
she suddenly had a strange feeling that her “body was being held 
in abeyance and would suddenly get thin.” 

In speaking of her obesity, she felt ashamed and disgusted, but 
on two occasions made slips of the tongue which indicated that her 
attitude toward her size was not unambivalent. Once, in describ- 
ing her appearance at 17, she said, “I was slender but beautiful.” 
Another time she made the same remark about a different period 
in her life. On the other hand, while weeping so bitterly after her 
sister’s delivery, she expressed her wish to be slender like Paula 
as well as to have a baby. 

During therapy Elsa was intermittently afflicted with hives, the 
appearance of which was directly related to sexual masochistic 
fantasies and obsessional ideas of self-injury. Her sleep-pattern 
was upset so that she suffered much from insomnia, At times she 
sneaked into the therapist’s office to lie on his couch—where her 
tension was markedly relieved, and on other occasions she would 
cover herself with a sheet while in bed in order to be in a “warm, 
dark corner.” She had a number of crying spells, at least one syn- 
copal attack, episodes of coughing, and intermittent chest pains. 


C. Comment 


This history was chosen to exemplify some of the psychological 
ispects of obesity because of the multiplicity of determinants 
which were found to be operative. In common with the 12 other 
cases, the patient showed an underlying depression, an attempt 
to modify it through eating, an increase in tension when dieting 
and a tremendous amount of conscious guilt in regard to overindul- 
gence in food. The occurrence of eating-binges, alternating with 
periods of self-punitive abstinence was also noted, as was the on- 
set of obesity in puberty, its aggravation after pregnancy and the 
occurrence of abortion. 

The story of the patient’s life demonstrates a lifelong attempt 
to “take in” or engulf various environmental elements. The oral 
basis of this pattern is sharply reflected in the history of her first 
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years, that is, the inconsistency in giving oral gratification by the 
mother and a feeling of not being loved by her. 

Later evidences of the continuing attempts to satisfy these needs 
in a sublimated way consist of her “voracious” reading, extreme 
intellectual appetite, wild expenditures of money, and concerted 
effort to obtain approval) and love by ingratiation, exhibitionism 
or force. 

Extravagant eating was employed, not only as a means of direct 
oral gratification, but also to obtain a longed-for feeling of security. 
The patient constantly and feverishly attempted to capture and 
hold this feeling by repeated incorporation of those objects whose 
lack she could not tolerate. Thus, eating for her was both the 
means, par excellence, to obtain a penis as well as to become im- 
pregnated, This appears clearly in the frequency with which geni- 
tal and oral activities were inextricably related in her life and in 
her numerous associations between her obesity and her state of 
pregnancy. 

Ambivalent attitudes toward obesity were revealed by her para- 
praxes. Homosexual wishes were denied by the attempt to avoid 
being “incomplete” (or less obese). Thus the defensive nature of 
her excess body fat was shown. Perhaps the obesity defended her 
against homosexual impulses by permitting her a feminine image 
of herself. On the other hand, the identification of baby, penis and 
body fat was conclusive. The obesity also aided in reducing her 
attractiveness to men, or rather altering it so that only certain 
types of men would be interested in her. 

Guilt over her excesses, and shame and disgust in her body were 
among the paramount affects she expressed. Concern over the 
self-destructiveness of her obesity might well have been based on 
her fear of retaliation by the “bad” part of the internalized object 
(as well as on the realistic basis). 

On eating she reacted in a particularly dual manner. Gratifica- 
tion was invariably accompanied by intense remorse and by the 
feeling of doing wrong and of being degraded. Super-ego criti- 
cism for the fantasied cannibalistic act of sadistically biting off 
and introjecting the wished-for penis and breast was extreme. 

After she had established in childhood a strong oral ego with its 
narrowly-prescribed method of channeling aggression, and its limi- 
tation of full development to genital levels, the patient had then 
been faced with overcoming a highly unfavorable Oedipal situa- 
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tion. The initial closeness to the father, with subsequent rejection 
by him for a younger sister, is seen in this patient, as it was in the 
other three treated cases. Overwhelming hostility toward the sib- 
ling and the father developed—with the additional burden of re- 
pressing it. The unconscious impulse to take from the father by 
force what was figuratively given to another now arose and the 
penis envy, thus enhanced, acted as the nucleus (at the genital level 
of organization) for the later food addiction. 


IV. Conciusions 

In the previous sections of this paper an attempt was made to 
describe some of the psychological factors operating to cause obes- 
ity in women. This included a review of the literature, the dis- 
cussion of data obtained in interviews with 13 obese patients, and 
the case presentation of an obese patient hospitalized for inten- 
sive psychotherapy for her condition. In interviewing patients, 
emphasis was placed on obtaining associations to various subjects 
relating to their eating, obesity, and so on, and there was an at- 
tempt by the interviewer to use a minimal amount of activity. 

It is felt that the problem of obesity must be viewed in the light 
of its inseparable components: the meaning to the patient of food, 
of eating and of her obese state. 

For these patients food is an object to which conflicts not nor- 
mally related are attached. First and foremost, it is the object 
through which a pathologically strong oral libido is partially grati- 
fied in an unsublimated way. Second, food, particularly of kinds 
which produce obesity most readily, is regarded as “part-objects,” 
such as the penis, or breast, which the patient wishes to possess. 
It is also fantasied as a seed or impregnating agent. (Thus, the 
preference of certain obese women for fruit.) 

Ambivalently regarded whole objects which the obese woman 
fears to lose may be symbolized by food, as well. In this regard, 
it is the equivalent of the objects introjected by the melancholic 
patient. But, whereas in melancholia the incorporation of the 
total object results in the introduction of a foreign body into the 
ego in a psychic sense, in obesity, the foreign body appears somati- 
cally. In both cases, of course, there is an extreme degree of ambi- 
valence toward these objects. 
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The process of eating is at once the means by which the intense 
oral eroticism is partially gratified, and there is a sadistic, violent 
sexualized attempt to steal or capture the wished-for phallus or 
breast. It is also the process of incorporating a host of ambival- 
ently regarded objects in the environment, from which the patient 
continually demands narcissistic supplies. The tremendous guilt 
felt after eating is derived from the obese patient’s unconscious ap- 
preciation of the meaning of the act. The periodic abstinences and 
rigid attempts at dieting represent the ego’s efforts to prevent fur- 
ther crimes, as well as to expiate those of the past by submission 
to a tyrannical super-ego. Thus, the inhibition of eating which oc- 
curs intermittently in the obese woman arises for the same reason 
that it does in the melancholiac. 

But the overwhelming need for the gratifications described is 
great enough to cause a repetition of the gorging. Besides, the 
awareness that a reduction of food intake will cause a diminution 
in size makes dieting even more anxiety-producing. This is so be- 
cause of the obese woman’s wish to show to herself, and her exhi- 
bitionistic need to show to the world, that she possesses, on her 
fat abdomen, those objects that both she and others hold in highest 
esteem. This explains why many women stop dieting as soon as 
they observe or are told that they have lost weight. 

The conscious affect of shame and disgust in the obese body not 
only stands for a recognition of its unattractiveness (since obesity 
is so regarded in most contemporary Western cultures) but for 
the repulsion at the deed that created it. That this feeling is an 
ambivalent one is evidenced by the presence of unconscious pride 
in the excessive body size. 

Obesity is overdetermined and may be used to defend against 
threatening unconscious feminine or masculine wishes. Thus, the 
large breasts and superabundant bodily fat and curves, being at- 
tributes of womanliness (although carried to an extreme degree), 
can be an attempt to deny an underlying masculinity. And the fact 
that men will be less attracted may serve as a defense against the 
dangers of being feminine or may gratify homosexual fantasies. 


The significance of the obese woman’s inability to lose an appre- 
ciable amount of weight and maintain that reduction, because of 
the dominating unconscious psychic factors described, must be 
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stressed. It is not possible to understand the nature of obesity 
unless one considers the psychological aspects as primary. Cer- 
tainly the prognostic importance of these factors cannot be over- 
emphasized. 


8 East 76th Street 
New York 21, N. Y. 
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PSYCHIATRIC SUPERVISION OF CASEWORK THERAPY* 


BY DAVID Y. BLAGG, M. A., MILTON ROSENBAUM, M. D., 
HENRY D. LEDERER, M. D., AND FREDERIC T. KAPP, M. D. 


The trend toward increased use of casework therapists in out- 
patient psychiatric clinics directs attention to the need for effective 
psychiatric supervision. The problem of psychiatric consultation 
for psychiatric social workers has been discussed by Coleman’ who 
sees psychiatric consultation as a highly specialized service offer- 
ing complicated technical information, to be utilized properly only 
by social workers with considerable skill in psychiatric techniques. 
Van Ophuijsen’ believes psychiatric consultation to be beneficial 
to social workers in helping formulate diagnoses and treatment 
goals, Continuity of psychiatric supervision for social workers 
doing psychotherapy is stressed by Lowrey*® who sees no reason 
why psychiatric social workers should not do psychotherapy when 
there is opportunity for regular supervision by a psychiatrist. 
French* reviews the development of psychiatric supervision in so- 
cial work, and emphasizes that there can be no stereotyped rule as 
to what psychiatric social workers may or may not do, holding that 
it is, rather, a matter of individual ability. 

The Mental Hygiene Clinie of the Veterans Administration Re- 
gional Office at Cincinnati, Ohio, has, since its organization in 1946, 
used psychiatric social workers as therapists. During the develop- 
ment of this clinic much concern has been given to the problem of 
maintaining high professional standards for this group, and vari- 
ous methods have been devised to give proper psychiatric super- 
vision to the casework therapy. These methods have included 
weekly seminars conducted by a consultant psychiatrist, individual 
supervision by the chief psychiatrist of the clinic, and occasional 
conferences with attending psychiatrists. It was felt that none of 
these methods fully sueceeded in meeting the needs of the social 
workers. An urgent need for more effective supervision arose when 
the full-time chief of the clinic resigned for military service. In 
December 1951 a new plan of psychiatric supervision was insti- 
tuted to increase the skill and effectiveness of the psychiatric so- 
cial workers, and to provide for clinic stability from the super- 
visory standpoint. However, even with the return of the chief psy- 
chiatrist, the system has not been abandoned. This Cincinnati su- 


*From the Veterans Administration Regional Office at Cincinnati, Ohio. 
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pervisory plan, which differs from general practice in Veterans 
Administration mental hygiene clinics, has been studied from the 
points of view of practicality, special problems encountered, and 
the wider use of social workers in therapy. 

This mental hygiene clinic operates as an integral part of the 
out-patient medical services of a Veterans Administration regional 
office, which serves the large metropolitan area of Cincinnati, as 
well as an adjoining, predominantly rural, area comprising about 
half the state of Ohio. Only veterans with service-connected neuro- 
psychiatric disabilities are eligible for treatment in the clinic. Re- 
ferrals are most frequently made by physicians in the Veterans 
Administration medical clinies, although there are other sources of 
referral, both within the structure of the Veterans Administration, 
and from physicians, social agencies, and the veterans themselves 
in the various communities served. An average case load of 200 
is carried by a staff consisting of a chief psychiatrist, an attending 
psychiatrist, chief psychologist, casework supervisor, and four psy- 
chiatric social workers. Considerable flexibility is exercised in the 
frequency and length of treatment interviews, most patients being 
seen weekly, a few more frequently, and many less frequently. The 
length of the interview is usually 50 minutes, but timing is accord- 
ing to the needs of the individual patient. 

In the Cincinnati clinic, a patient is accepted only after an ade- 
quate physical evaluation by a physician. The clinie’s intake in- 
terview is usually with a psychiatric social worker, and may be fol- 
lowed by whatever psychological studies are thought necessary for 
initial diagnostic information. The patient is then seen in a diag- 
nostic examination by the chief psychiatrist or the attending psy- 
chiatrist. If he is accepted for treatment, the decision as to 
whether to assign him to a psychiatrist, psychiatric social worker, 
or psychologist is made at this time by the chief psychiatrist or 
other attending psychiatrist. The staff includes both men and 
women psychiatric social workers, and the choice may be further 
narrowed when the sex of the therapist is thought to be important 
to treatment. 

Initial therapeutic goals are established, but these frequently 
change as a result of supervision. For many patients the goal is 
to re-establish a pre-morbid personality adjustment through sup- 
pressive and supportive psychotherapy. With certain patients, it 
is possible, through relationship and expressive psychotherapy, to 
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set the goal as modification of the basic personality.’ At the out- 
set of therapy by a social worker, the psychiatrist who has exam- 
ined the patient discusses his impressions with the worker and 
makes initial recommendations. Thus the worker can commence 
treatment with some direction and a tentative goal in mind. Su- 
pervision of the therapy is now assigned to the consultant psychia- 
trist. In this paper, the term “consultant psychiatrist” refers to 
the Veterans Administration official designation, although in this 
setting the consultant provides sustained supervision rather than 
periodic consultation. 

For purpose of supervision, each psychiatric social worker is as- 
signed to one of three consultants. The consultants are associated 
with a medical college psychiatric training center, have the same 
basic psychoanalytic orientation and have extensive teaching ex- 
perience. A system of quarterly rotation of assignments between 
consultants and therapists has been tried experimentally. Con- 
sultant and therapist meet from three to four times each month for 
two-hour sessions. The therapist is free to bring to these confer- 
ences whatever material he may choose, although in the course of 
supervision the consultant may ask to hear again of a case not re- 
cently discussed; or the casework supervisor, in routinely re- 
viewing his progress notes, may direct the therapist’s attention to 
the need for consideration of a case with the consultant. Although 
the consultants do not see the patients at any time, they may re- 
quest that a patient be re-evaluated in an interview with one of the 
clinic psychiatrists. 

The practicality of this type of supervision can be demonstrated, 
both in terms of benefits to the therapist and to the clinic. Through 
a pervasive quality of reassurance, the therapist’s anxiety is al- 
layed so that he can work with increasing personal comfort and 
self-confidence. This reduction in anxiety leads to professional 
growth, as shown by improved ability to arrive at a clinical diag- 
nosis, a more accurate dynamic understanding, and increased ther- 
apeutic skill. The educational aspects of supervision improve the 
individual morale of the social worker whose own needs to receive 
are thereby gratified and whose professional skills are enhanced. 
The increase in self-confidence of the social worker allows him to 
diseuss his frustrations and his difficulties with therapy. This can 
lead to the evaluation of counter-transference problems which often 
underlie such difficulties. The quality of clinic services obviously 
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improves with the professional and personal growth of the staff. 
The increased skill of the psychiatric social workers has permitted 
the assignment for treatment of numbers of patients who could not 
otherwise have been handled in the clinic. 

In the evolution of this plan, certain problems have been encoun- 
tered which merit discussion. The problem of anxiety occurs in- 
evitably among psychiatric social workers, as it does in all thera- 
pists in the course of training in psychotherapy. Certain facets of 
anxiety in this setting are peculiar to psychiatric social workers 
and seem to reflect insecurity stemming from the divergence of 
purpose between formal training in the schools of social work and 
the “in-service” training in psychotherapy to which their capabili- 
ties and interests have led them. Variations in length of experi- 
ence and professional settings may have some bearing on the de- 
gree of anxiety from this source, but in this study the fact that 
three of the social workers came directly from schools of social 
work, while the fourth had had four years of social work practice, 
did not reveal any striking differences. 

One manifestation of this problem of professional insecurity is 
the confusion of the concept of warmth, support, and respect for 
the individual dignity of the client, with being over-friendly and 
personalizing the patient-therapist relationship. The social work- 
ers’ anxiety is at times reflected in their inability to interrupt the 
interview on time, and to sustain their professional roles with the 
patients. Perhaps one of the reasons for the second difficulty is re- 
lated to the social workers’ relationships with the medical person- 
nel, which—consciously or unconsciously—too often assume a dom- 
ination-submission pattern. These feelings of insecurity diminish 
in the framework of a supervisory relationship which instills con- 
fidence and acknowledges the reality of the social workers’ role as 
psychotherapists. 

In this clinie many patients have neurotic symptoms of a somatic 
type. Such cases are often threatening to the psychiatric social 
worker because of the implication of medical problems. The so- 
matic complaints frequently serve resistance, on the parts of both 
the patient and the therapist. This problem is often relieved by 
the supervisor’s reassurance and by the supervisor accepting the 
responsibility for diagnosis. Anxiety also occurs in handling such 
patients, some of whom are psychotic, as have potentials for acting 
out in an asocial and antisocial manner. A fairly large proportion 
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of psychotic patients in varying degrees of remission are seen in 
this clinic, as well as patients presenting borderline states that are 
classified as chronic, undifferentiated, schizophrenic reactions. 
Again, supervision, by increasing the security of the therapist, 
leads to that self-confidence which enables him to handle the patient 
during periods of disturbance by being firm, setting limits, and not 
responding to the patient’s hostility and provocativeness by anx- 
iety or various counter-phobie mechanisms. 

Another source of anxiety lies in the therapist’s conception of 
the role of the supervisor, who may be seen as a pedantic critic 
rather than an interested, more experienced colleague. To quote 
Rosenbaum,® “Such a misconception of the role of the supervisor 
may create initial blocks because of the fear of being caught in 
making mistakes and the consequent need to be protected from 
feelings of failure.” Rosenbaum continues to make the point that 


the first and probably most important goal in supervision “. 

is to relieve or reduce anxiety so that the learning process is not 
blocked and growth and maturation can occur.” Resistance to 
learning may take place as an indirect expression of anxiety and 
may take many forms, such as tardiness, leaving the conference 


early, poor preparation, and poor selection of material. Frank 
discussion of resistance by the supervisor may lead to ventilation 
of anxiety, resulting in a more correct conception of supervision. 

At times the psychiatric social worker has problems because of 
conscious or unconscious attitudes regarding the omnipotence of 
the psychiatrist. There is a tendency of the therapist to seek a 
magical solution from the supervisor; and this will result sooner 
or later in frustration and disappointment. Such an attitude can be 
corrected only through an approach which encourages the therapist 
to accept supervision as a mutually-shared, learning experience. 

Transference-counter-transference problems are encountered in 
the supervisor-therapist relationship just as in the therapist-pa- 
tient relationship. This phenomenon is most easily observed when 
it is reflected in the method of rotation of therapists and super- 
visors that was mentioned earlier. It has been stressed that the 
basic orientation of the supervisors is the same and that they are 
used to working together in a teaching program. However, the 
variations in their personalities arouse equally varying responses 
from the therapists. The therapists’ preferences for supervisors 
and the supervisors’ evaluations of the therapists have to be con- 
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sidered in the light of transference-counter-transference aware- 
ness. 

It has been thought desirable for the therapists to be exposed 
to different points of view within the same frame of reference. 
However, this plan frequently involves presenting the same case 
to all three supervisors within a relatively short time. It is noted 
that any marked divergence of opinion creates anxiety in the ther- 
apist. A type of transference manifestation may occur when cases 
are presented by a therapist to a second supervisor for destructive 
rather than constructive reasons. The specific rotation system 
may also lead to competition among the supervisors, which may 
be reflected in rational or irrational attitudes toward the therapists 
or the whole program. The present plan of rotation is being sub- 
jected to closer scrutiny and may require modification. Although 
supervision is primarily patient-oriented, it is also inherently ther- 
apist-oriented. There have been occasions which suggest that the 
therapist is exploring the possibility of personal therapy with the 
supervisor. If the personal problems of the therapist impede his 
ability to do treatment to a serious extent, personal therapy might 
be suggested. Otherwise, the assumption should be made that he 
is well. 

With the development of this plan of supervision, some modifi- 
cation has been required in the function of the casework supervisor. 
The role of the casework supervisor will not be elaborated here, as 
consideration of the modifications made necessary by his super- 
vision is the only problem to fall within the scope of this paper. 
The need for the casework supervisor to give intensive supervision 
to the therapy of individual cases is largely obviated in this pro- 
gram by the psychiatrists’ supervision. The casework supervisor 
does share with the psychiatrists in contributing to the profes- 
sional growth of the social worker. Being relieved of the intensive 
supervision of casework therapy, he is freer to exert his influence 
through qualities of personal relationship with the social workers, 
and by helping in the process of preparation and assimilation of 
case material. He helps also in the assimilation of the contribution 
made by the psychiatrist. His supervision is largely therapist- 
oriented, to the extent that it is concerned with the routine prob- 
lems of the clinic staff, and clinic-oriented as it deals with adminis- 
trative matters. Aside from omitting intensive direct supervision 
of therapy, only one other change from generally accepted social 
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work supervisory practice has been made. It was decided at the 
outset that it would be unwise for the casework supervisor to par- 
ticipate in the conference between the therapist and psychiatrist. 
This permits greater freedom for the therapist and avoids diluting 
and distorting the therapist-consultant relationship. 


SUMMARY AND CONCLUSIONS 


1. Psychiatric social workers have been used as therapists in a 
Veterans Administration mental hygiene clinic. 

2. A supervisory program with conferences with teaching psy- 
chiatrists in the psychiatric training center of a medical college has 
been evolved. 

3. Particular emphasis has been placed upon increasing the self- 
confidence and ability of the therapists through the therapist-su- 
pervisor relationship. 

4. Special problems presented by psychiatric social work ther- 
apists have been discussed. 

This study has shown that psychiatric social workers with good 
basic training, with proper motivation, and with proper selection 
of cases, can perform effective psychotherapy in a mental hygiene 
clinic with adequate psychiatric supervision. The professional 
ability of the individual social worker has improved, as well as the 
efficiency of the clinic. 


Veterans Administration Regional Office 
209 East Sixth Street 
Cincinnati 2, Ohio 
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FEMALE ADOLESCENT SERVICE IN A PSYCHIATRIC HOSPITAL” 


BY JAMES M,. TOOLAN, M. D. 


In-patient hospital facilities for emotionally disturbed children 
have increased greatly during the past several years. For various 
reasons the same situation has not eventuated for the study of 
male and female adolescents. Few such services are available for 
the study and treatment of adolescents in either general or psy- 
chiatric hospitals, either in this country or abroad.’® Because ado- 
lescence is a period of especially great stress and change, provok- 
ing serious emotional difficulties even in healthy youngsters, this 
is a particularly unfortunate situation. Further, most adolescents 
do not adjust adequately either on an adult or children’s service 
but are best handled in a separate ward. On a children’s ward, 
they tend to be aggressive toward the younger children; on an 
adult ward, they are hyperactive or aloof. 

This paper is a brief report of the adolescent girls’ service of 
the Psychiatrie Division of Bellevue Hospital, New York City. As 
has been described by Curran,‘ a separate unit for adolescent boys 
was established in this hospital in 1937. At that time such a facil- 
ity was unique in the United States. The hope was expressed that 
the same facilities would soon be available for the care of girls. 
For many years, however, the female adolescents continued to be 
cared for on the quiet female adult ward. Such an arrangement 
proved most unsatisfactory. The girls frequently provoked and 
frightened the adults, while they, in turn, would be stimulated by 
the presence of the older women. A constant series of explosive 
behavior outbursts occurred during that time. Finally, in 1950 a 
separate service was established, producing a more favorable situ- 
ation for all concerned. Since that time there has been a marked 
diminution of rebellious, volatile behavior. 


DESCRIPTION OF THE WaRD 


The ward staff consists of a full-time senior psychiatrist in 
charge of the service and a full-time assistant psychiatrist. Three 
or four residents are assigned to the service for short periods as 
parts of their training programs. Two psychologists (one an in- 
tern in training) are assigned to the service, as well as one psychi- 


“Read at the 110th meeting of the American Psychiatric Association, St. Louis, 
May 3-7, 1954. 
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atric social worker. The nursing staff consists of a charge nurse 
and, if possible, several assistant nurses. Student nurses rotate 
through the service as part of their training. While there, they 
take an active part in the functioning of the ward and contribute 
much to its morale. Several attendants complete the staff. It has 
been the writer’s experience that the nursing and attendant staffs 
play a most significant role in the proper functioning of the unit. 
Many of the staff personnel find it difficult to work with aggres- 
sive, disturbed youngsters; and they, consciously or unconsciously, 
provoke, threaten, or retreat from, the patients. Many among the 
female personnel seem especially disturbed by those youngsters 
who have actively and freely participated in sexual experiences, 
whether of a heterosexual or homosexual nature. Many staff mem- 
bers, because of their own conscious or unconscious problems in 
these areas, are quite rejecting of, and punitive toward, these girls. 
Apparently this occurs to a greater degree than do similar reac- 
tions on the male adolescent service. 

The charge nurse is especially important, as she sets the tone 
for the entire nursing staff. It is preferred, if at all possible, to 
have the charge nurse be a maternal figure. It has usually been 
found that if she has children of her own, she can more easily un- 
derstand the problems of children on the ward. Her assistant 
would ideally be a younger person whom the patients can look upon 
as an older sister. While ward personnel coverage is excellent 
during the day, there is difficulty in finding properly trained per- 
sonnel for the evening and night hours—because of the acute 
shortage of nurses. It is not surprising, therefore, that what- 
ever problems have arisen on the ward occur almost invariably 
during the hours of short coverage. Recreational and occupational 
therapy workers are assigned to the ward on a part-time basis. 

The children regularly attend school in a specially designed 
set-up which is part of the “600 system” of New York City.° The 
attempt is made, whenever possible, to have no more than five to 
eight students for each teacher, and the school staff attempts to 
work with each pupil on an individual basis. It is remarkable that 
even the most disturbed are able to attend and to benefit from 
schooling under the proper conditions. It is the hospital’s experi- 
ence that many children who have been truants or have been other- 
wise disturbed in their ordinary school settings begin to enjoy 
school for the first time in their lives. 
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The girls attend school in company with the boys from the boys’ 
adolescent ward, with whom they also participate in movies, 
dances and parties on the wards. This social interchange has 
proved an excellent device for reducing tension among the pa- 
tients, especially on week-ends when the staff personnel is short. 
These social activities also increase the morale of the patients re- 
markably. Although the mixing of girls and boys in the classroom 
and in various social functions does occasionally present problems, 
it has alleviated the homosexual problem to a marked degree. The 
presence of members of the opposite sex appears sufficient to en- 
able many youngsters to escape the overwhelming tension found 
in segregated institutions. 


The average period of observation is from three to four weeks— 
although selected patients have, at times, been kept for several 
months if they are receiving psychotherapy or shock treatment. 
Each patient receives a complete physical examination including 
careful neurological and gynecological examinations; many have 
electro-encephalograms. Usually each patient has a complete psy- 
chological test consisting of the Wechsler Bellevue or the Wechsler 
Intelligence Test for Children, figure drawings, Gestalt drawings, 
the Rorschach, ete. The Stanford-Binet is seldom used, as it is 
felt that the higher percentage of performance items on the Wech- 
sler Bellevue is of great diagnostic assistance. The senior psychi- 
atrist or his assistant sees each patient; and, at the end of the pe- 
riod of observation, a short conference is held on each patient con- 
cerning final diagnosis and recommendation for disposition. Al- 
though the male and female adolescent services are entirely sepa- 
rate units, a very close liaison exists and joint conferences are held 
each week, Further, several research projects are carried on, not 
only with these two wards but with the children’s service as well. 
Many of the youngsters admitted to the adolescent service have 
formerly been on the children’s service, giving invaluable back- 
ground material and opportunity for long-term study of the 
patients. 


Sources or Rererran 


During the past year (1953) 328 adolescents were admitted to 
the female service. The majority came from the children’s and 
adolescent’s courts, social agencies, the school system, other hos- 
pitals and clinics. 
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Table 1. Sources of Referral 
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Few are admitted without a screening examination except in 
emergencies, such as suicide attempts and acute psychotic epi- 
sodes. With such referral sources the hospital is likely to admit 
youngsters with delinquent or other anti-social behavior which has 
involved them in open conflict with society to varying degrees. 
They range in age from 12 to 18 years. The increase of instinctual 
drives at the pre-adolescent and adolescent periods causes emo- 
tional distress even in healthy, well-adjusted persons. The emo- 
tionally disturbed and/or mentally retarded child must face the 
same basic conflicts but is less able to handle them properly. 


Acer ann Raciau Data 


During the past several years, an increasing percentage of pa- 
tients of Negro and Puerto Rican extraction has been noted.’ The 
Puerto Rican category includes only those born in Puerto Rico and 
recently emigrated to this city. At present these patients far ex- 
ceed the percentage distribution of Puerto Ricans in the com- 
munity. 


Table 2. Race and Derivation 
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Colored (except Puerto Rican) ......ccccecececeeevecenvene 125 
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This, of course, reflects the stresses that minority groups are 
subjected to in our society. The increase in the hospital Puerto 
Rican population has been especially striking—mirroring the re- 
cent immigration into this city. This has introduced, at times, not 
only a serious language barrier but more important, different cul- 
tural and social values as well. A marked tendency for vivid hys- 
terical reactions of a type which has almost disappeared from the 
clinical picture in the native population has been noted in these 
youngsters. These have consisted at times of astasia-abasia, con- 
vulsions, visual hallucinations, motor paralyses, much like Char- 
cot’s descriptions of hysterical reactions seen 100 years ago in 
Paris.* 
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Table 3. Ages 


Years No. 











10 2 14 
11 4 15 
12 23 16 
13 28 17 





The age distribution shows a high concentration of patients in 
the upper age group. This is due to several factors, First, the 
court that deals with older girls does not have such elaborate 
screening facilities as has the children’s court. Further, greater 
demands are placed on people as they reach 14 to 16 years of age. 
Society is less tolerant of disturbed behavior at that age than in 
younger children. The sexual activity of these girls is a particular 
source of concern to parents, social agencies, and the courts. It is 
interesting that on the children’s service the boys greatly outnum- 
ber the girls. Society is more tolerant of disturbed behavior on 
the part of young girls than of young boys—until the matter of 
sexual misbehavior arises. At the age of 14 years, the number of 
girls admitted increases markedly. It is at this age that girls are 
most likely to become involved in sexual activity. On the other 
hand, society tends to be more tolerant of disturbed behavior on 
the part of adolescent boys and is seldom concerned over boys’ 
sexual functioning unless they become active in homosexual or 
other aberrant sexual activity. ; 

Many girl patients have become involved in delinquent behavior 
such as prostitution, truancy, running away from home, gang 
fights, or drug use. They are accustomed to handling all their prob- 
lems by acting out in an impulsive, aggressive fashion. Unlike the 
patients described by Cameron,’” these girls are frequently explo- 
sive and hyperactive. In many ways they are more difficult to man- 
age than the boys of the same age. Boys apparently are able to 
handle their hostile and aggressive feelings in healthier ways. 
When boys become angry with each other, it is the hospital’s prac- 
tice to let them put on boxing gloves and fight under the supervi- 
sion of the recreational leader. This not only reduces their hostile 
feelings but frequently those of the onlookers as well. Society 
does not condone such behavior on the part of girls. Consequently, 
they tend to suppress their feelings for some time and then to re- 
lease them in sudden explosive fashion. 
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INTELLECTUAL FUNCTIONING 


The intellectual functioning of the patients ranged from 
grade defective to superior levels. 


Table 4. Intellectual Functioning 








1Q 





30-39 80-89 
40-49 : 90-99 
50-59 i 100-109 
60-69 3f 110-119 
70-79 } 120- 


It is the practice to test every patient, but several on the girls’ 
service did not have complete psychological tests; some were too 
disturbed to test, while others were removed by their families be- 
fore the work-ups were complete. A total of 83 patients scored 
lower than 70. It should be emphasized that a good percentage of 
that group was not made up of true mental defectives of a familial 
type.” *’ Several had severe organic brain disease, while many 
were schizophrenic children, functioning well below their true ca- 
pacities, because of the schizophrenic process. Nevertheless, the 
defective group represents a sizable proportion of the admissions, 
especially since many uncomplicated defective cases are handled 
in the clinie and are not hospitalized. Many defective and border- 
line children are able to remain in the community until adolescence, 
when the stresses of that period prove too much for them to handle 
with their meager resources. 

It should be borne in mind that defective adolescents are not 
equivalent to normal children of a younger age but are sick chil- 
dren suffering from such things as organic brain disease, emotional 
disturbance, or schizophrenia. Such a girl will often be over- 
whelmed by her sexual and aggressive drives and develop severe 
anxiety. She will then attempt to handle this by withdrawing from 
contact with people, or by acting in an explosive, aggressive fashion 
or by a combination of these reactions. These girls benefit from 
the structured environment of special schools because pressures 
are reduced, Further, such an environment helps them avoid preg- 
nancy and venereal disease. 

Another 25 girls scored from 70 to 75 (borderline intelligence). 
This group has, to some extent, even more difficulties than those 
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with lower scores, as in most cases they are not eligible for special 
classes in school and are expected to compete with children of 
much superior endowment. 

Among the Puerto Ricans, it is necessary to be especially care- 
ful before labeling a child defective—not only because of the lan- 
guage handicap but because in many instances, Puerto Rican chil- 
dren have extremely poor educational backgrounds. In this group, 
the performance score on the Bellevue Wechsler, or on the Wech- 
sler Intelligence Seale for Children, was especially helpful in de- 
termining true ability. Most of the patients were educationally re- 
tarded, scoring one or more years below their grade placement. 
This condition is met almost invariably in Bellevue’s disturbed 
children or adolescents. 


DrIaGNosis 


The diagnostic breakdown of the patients is seen in Table 5. 


Table 5, Diagnoses 








Diagnosis No. Diagnosis 





Schizophrenic reaction Alcoholism 

Mental deficiency Sociopathic personality disturbance 
Childhood schizophrenia Transient psychosis 

Adjustment reaction to adolescence. . Conversion reaction 

Personality pattern disturbance.... Epilepsy 

Depressive reaction Drug addiction (heroin) 

Chronic brain syndrome 





It should be noted that some of the patients had more than one 
diagnosis. The new nomenclature recommended by the American 
Psychiatric Association is used throughout. Ninety-four patients 
were diagnosed as schizophrenic—either childhood or adolescent 
type. Many of these were not overtly psychotic, as was indicated 
by the fact that only 64 needed continued hospitalization, and this 
included several girls with organic brain damage. Several of these 
girls had been previously diagnosed as schizophrenic on the Belle- 
vue children’s service, the later diagnoses thus confirming the orig- 
inal diagnostic impressions. 

The high percentage of schizophrenics (28 per cent of the 328 pa- 
tients) is in striking contrast to that of Curran*—(12 per cent) 
from the same institution and Krusch (per cent).° There are, the 
writer feels, two factors involved: (1) Since the Bellevue patients 
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are screened before admission, there is a tendency to admit only 
those who are seriously disturbed or in need of intensive study. (2) 
Increased knowledge of schizophrenia in children enables the mak- 
ing of this diagnosis with greater accuracy and at an earlier stage 
than formerly. 

The small number of patients diagnosed as sociopathic personal- 
ity disturbance (four) is also an outstanding feature of this study. 
Six girls were diagnosed as having transient psychoses; these all 
had acute psychotic processes in reaction to stress situations, 
and all responded readily when removed from those situations. 
This reaction is of rather frequent occurrence during the adoles- 
cent period." Many psychotic reactions—even those of a schizo- 


phrenic nature—frequently respond readily to proper therapy dur- 
ing adolescence. 


The writer was impressed by the very large number of patients 
admitted for suicidal attempts (55 patients—17 per cent of the 328 
admissions). While many made what amounted to only slight ges- 
tures, several made very serious attempts. One was further im- 
pressed by the fact that relatively few such girls were clinically de- 


pressed. Many made such attempts as an impulsive reaction to 
unpleasant situations, frequently as hostile gestures toward par- 
ents or parent-figures. Such impulsive reactions are not infre- 
quently seen in children and adolescents.’** This high percentage 
of suicide attempts has not been found on the Bellevue service for 
boys and is not in keeping with the facts that in most studies males 
outnumber females by two or three to one.” 

Three girls were received for fire-setting, which is a rather un- 
common symptom in adolescent girls." The recent wave of ado- 
lescent drug addition’ was reflected in the 11 cases of heroin 
addicts. This is less than during the previous year, as most teen- 
age addicts from New York City now go directly to Riverside Hos- 
pital, which has been established for the long-term care of adoles- 
cent drug addicts. Several of the Bellevue patients were referred 
subsequently to Riverside Hospital for further care. 

Thirteen girls were overt homosexuals. Such patients always 
cause difficulties in such a unit as they almost invariably stimulate 
anxiety in the other patients, even if they do not make direct over- 
tures to other girls. Most of these homosexual girls were rather 
“masculine” in their dress and behavior. Although most of them 
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had some conflict over their behavior, only three expressed a desire 
to change to heterosexual activity. 

DisPosirion 
The disposition of the service’s patients is indicated in Table 6. 


Table 6. Disposition of Adolescent Girl Patients 





Disposition , Disposition No. 





State hospital Foster Rome... 5.0. scccseevesesce 7 
State school for defectives Home and psychiatric clinic ....... 11 
Institution for normal girls Riverside Hospital for drug addicts 2 
Residence for girls 








One of the most difficult problems in working with adolescents is 
arranging for proper treatment. Ordinary institutions for “normal 
children” are hopelessly overcrowded, and many of them are not 
equipped to work with emotionally disturbed adolescents. There 
is a particular shortage in facilities for Negro Protestant children. 
Many patients have had to be sent to correctional institutions be- 
cause of the acute shortage of facilities for girls over 16. 

There is a serious need for institutions to care for adolescents 
who are too disturbed for the ordinary institution and yet do not 
require prolonged hospitalization. A start has recently been made 
for such provision with the establishment of Cedar Knolls, Ittle- 
son, and John Jacob Astor homes in New York. There is also a 
dearth of resident facilities for teen-age girls as well as a great 
shortage of psychiatric facilities to give ambulatory treatment to 
them. The writer feels, as does Benda’ that the present arrange- 
ment, whereby defective adolescents are handled in separate insti- 
tutions, reflects outmoded concepts of psychiatric thinking. Many 
of the patients recommended for state schools for defectives were 
childhood schizophrenics who were not sufficiently ill to require 
continued hospitalization, but whose intellectual functioning had 
been lowered to defective levels by their illnesses. It would be 
more advantageous to provide general institutions for disturbed 
children and adolescents—with facilities to treat both psychotic 
and mentally defective individuals. 


SuMMARY 


A short description of an adolescent service for girls in a psy- 
chiatric hospital is given. Included is the history of the ward and 
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a description of the staff personnel. Three hundred twenty- 
eight consecutive admissions over a one-year period are discussed, 
including age, color, source of referral, IQ range, diagnosis and 
disposition. Special factors and problems in the handling of ado- 
lescents are briefly discussed. 
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EXPERIENCE OF A PSYCHIATRIC CONSULTANT IN A STATE 
VOCATIONAL REHABILITATION PROGRAM* 


BY JEROME 8. BEIGLER, M. D. 


The purpose of this study is to describe the psychiatric program 
now in operation at the Illinois Division of Vocational Rehabilita- 
tion and to analyze the results of its activity. There has been a 
growing interest in the vocational rehabilitation of psychiatric pa- 
tients.’* This study presents a method of approach and treatment 
that has proved practical and worth while. 


INITIATION OF PROGRAM 


The Illinois Division of Vocational Rehabilitation began opera- 
tions 20 years ago as a state agency with federal subsidization, 
and dealt particularly with the rehabilitation of amputees, to whom 
prostheses were furnished and the opportunity for vocational re- 
training given. With the Barden-LaFollette Act of 1943 the 
agency expanded its interest in other areas of medical and surgi- 
cal rehabilitation of the medically indigent.’ World War II stimu- 
lated a growing interest in psychiatric problems, because of the 
large number of selectees rejected for psychiatric reasons for mili- 
tary service and the large number of veterans returning to civilian 
life with psychiatric disabilities.“ In 1944 the first psychiatrist to 
work with the agency began to function in an advisory capacity. He 
dealt primarily with general medical cases, and made recommenda- 
tions as to the advisability of various rehabilitation procedures. 
But as his experience accumulated, need became evident for more 
intensive participation in the whole rehabilitation effort by per- 
sonnel with psychiatric training. 

Therefore, in 1947 a clinical psychologist was appointed on a 
full-time basis to co-ordinate the many activities of a psychiatric 
program, The psychiatrist then acted as consultant to the psy- 
chologist on a part-time basis. As a result vocational guidance 
counselors were educated—by informal talks and direct contacts 
—about the manifestations of psychiatric disorders, and were 
taught the indications for referral to the psychiatric section. This 
helped bring to light many unsuspected problems and forestalled 
many unwise training programs, 

*Modified from a paper read before the panel on vocational rehabilitation, 108th 
Annual Meeting of the American Psychiatric Association, Atlantic City, May 12-16, 1952, 
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But another problem which demanded a solution was present in 
the community. Because of the increasing attention paid to psy- 
chiatric problems in consequence of the war, many people 
realized they needed psychiatric treatment, but found they couldn’t 
afford it. Community clinic facilities were overtaxed, and when 
services were available they were often inadequate. A plan to 
give psychotherapy to persons who might profit from short-term 
treatment was, therefore, decided upon. As it evolved with ex- 
perience, it took the following form, Patients selected were em- 
ployable psychoneurotics, who could not afford the usual private 
fee, and who seemed capable of improving their employability with 
the aid of treatment. A panel of psychiatrists in private practice 
was organized to treat these patients one to three times weekly for 
periods of six months. 

The patient paid the doctor such proportion of the fee as he 
could afford; the rest, to a total of $10 a treatment, was paid by 
the Division of Vocational Rehabilitation. At the end of the six- 
month period, the patient either continued on his own with his 
therapist, or interrupted treatment. On the average, the patient 
paid $2.50 for each treatment session; the division brought the 
figure up to $10, which was the average minimum fee in the 
community. The six-month period was selected, both because it 
seemed a reasonable minimum time, and because it would cost the 
agency about the same as the average non-psychiatric rehabilita- 
tion problem. Patients who were likely not to respond to treat- 
ment in six months were considered not rehabilitatable with the 
resources of the division. Psychologie testing, vocational guid- 
ance, job placement, subsidization of training, and legal counsel 
were provided when indicated. (Compare with the report by 
Rockower.’’) 

Thus, the psychiatric section operated in two main areas: (1) 
consulting on general rehabilitation problems and (2) setting up a 
program of subsidized psychotherapy with private psychiatrists 
for medically-indigent patients. 

Most of the routine work of this program was either done or co- 
ordinated by the clinical psychologist. He worked on a full-time 
basis with the vocational counselors of the agency, helping them 
with their problems, or referring the more difficult cases to the psy- 
chiatrist. He also prepared and handled publicity to the various 
agencies in the city dealing with vocational and psychiatric prob- 
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lems, and to the public at large by way of newspaper articles, radio 
programs, and personal lectures. He also screened applicants for 
therapy, rejecting those with obviously poor prognoses. The re- 
mainder were referred for psychiatric consultation. 

The division’s psychiatrist functioned as follows: He spent 
three hours a day twice a week at the agency, and saw an average 
of five patients a week. He advised on the feasibility of various 
rehabilitation programs such as prostheses, hearing aids, surgical 
operations and courses of vocational training for patients whose 
disabilities were not primarily psychiatric, but who showed per- 
sonality traits which might affect the success of a program. Pa- 
tients referred by the various agencies and physicians in the com- 
munity as candidates for psychotherapy were screened. If a pa- 
tient seemed treatable in the program, his fee was set and his 
therapist selected. The availability of agency facilities was pub- 
licized to the psychiatrists in the city, and a file on the types of 
patients they preferred, their working hours, time available, train- 
ing backgrounds, and so on, was maintained. Efforts were made to 
match patient and therapist and at the same time to distribute the 
cases as equally as possible among the psychiatrists who wished 
to participate. 

In addition, the psychiatric consultant took part in the educa- 
tional program of vocational counselors, held conferences with 
them on individual cases, helped set policy on the criteria for medi- 
eal indigency of psychiatric cases, helped to simplify the adminis- 
trative routine, and was a member of the policy-setting state Medi- 
cal Advisory Committee.’ 


ProsLemMs ENCOUNTERED 


Many of the problems encountered had to do with the personality 
and training of the counselors. At first there was a reluctance to 
accept psychiatric guidance. Some counselors resented giving up 
control of their patients. Some were unduly ambitious in their 
rehabilitation programs.” The younger were inexperienced. This 
problem was partially solved by training two selected counselors 
to deal primarily with psychiatric cases. 

Another difficulty was delay in administrative processing. At 
the beginning of the program it took as long as six to eight weeks 
for administrative approval of cases recommended for psycho- 
therapy. Doctors had to wait as long as three months for payment 
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after submitting their monthly statements. As a result of con- 
tinued efforts, the average case is now approved in two weeks; and, 
in emergencies, a suitable patient can start treatment on the same 
day of application. Doctors are now paid within four weeks of 
submitting their monthly statements. 

A major problem in screening patients for therapy was in evalu- 
ating motivation. It was often possible to determine clinically that 
a given patient was not a likely candidate for a success in therapy 
—either he was too sick, or he was coming for help in response to 
the pressure of family or counselor. But there were many patients 
with character neuroses, in whom it was very difficult to evaluate 
the real motivation for treatment. Discussing their financial status 
and advising them they were expected to participate in financing 
their therapy helped to decide many of these problems.” 

Another difficulty was in evaluating the effect that subsidization 
would have on the effectiveness of treatment. It was often simple 
to screen out patients who were so ambivalent about help that they 
would defeat the treatment. Others betrayed a willingness to go 
into treatment as long as they were “getting something for noth- 
ing.” But, also, there were many patients whose responses to 


treatment were facilitated by the subsidization, since not only was 
treatment made possible, but many patients felt that for the first 
time in their lives here was tangible proof that “someone cared.” 


A further difficulty was in finding psychiatrists who would par- 
ticipate in the program. Doctors were reluctant at first to become 
involved in administrative red tape or were suspicious of a pro- 
gram that sounded too good to be true. But the panel of co-oper- 
ating psychiatrists had grown at the time of this writing to a total 
of 94. Of these psychiatrists, 84 (89 per cent) had completed, or 
were in the process of, formal psychoanalytic training. ** Also, 
as a result of educational efforts, a total of 35 agencies in the city 
have referred cases regularly. These included various hospital 
and student-health psychiatric clinics, social service agencies and 
employment agencies. 


REsvULTs 


In the two-year period of 1949 and 1950, 450 cases came before 
the division’s consulting psychiatrist. It is difficult to convey the va- 
riety of clinical problems met and the types of recommendations 
that were made. Some problems were relatively simple, such as 
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recommending that an alcoholic amputee not be provided with a 
leg prosthesis since he was not rehabilitatable (in a brief inter- 
view he revealed he had already pawned two prostheses in the 
service of his addiction). Another simple problem was denying a 
hearing aid to an obviously paranoid patient whose ear symptoms 
could not be on an organic basis. A more subtle problem was the 
question of whether a high school graduate with severe poliomyeli- 
tis residuals and a character neurosis should be helped with a col- 
lege education to become a librarian. Her neurosis did not seem a 
disabling one, and subsidization of training was recommended. At 
present, after a two-year interval, she is doing well in her studies, 
has blossomed out as a person and gives promise of becoming a 
contributing member of society. 

There were, also, many cases of postpsychotic patients recently 
discharged from state or private hospitals. Psychiatric screening 
prevented needless expenditures in futile rehabilitation ventures, 
but, also, facilitated the rehabilitation of those who seemed good 
risks. For example, a blind man applied for training as a tobacco- 
stand concessionaire. Pressure was brought by influential friends. 
In a brief interview, it became apparent that he had a convincing 
facade which seduced people into trying to help him, but that, un- 
derneath, there was a paranoid personality with a strong potential 
for breaking out of control. This man had already had one period 
of institutionalization, and had escaped. Since he was a poor psy- 
chiatric risk, it was recommended that he not receive the training. 
He was the sort of person who started out well on a new project 
and then failed with all sorts of rationalizations. A few months 
later, his psychosis again became manifest, and he was re-hospital- 
ized. This was a case in which psychiatric screening prevented a 
serious rehabilitation failure. 

There were a few cases such as the following: A 19-year-old girl 
was referred to the division by her father, a physician, for help in 
obtaining speech training and employment. She had a choreiform 
conversion hysteria with stuttering, was of low average intelli- 
gence, had a poor work record, and, from her attitude, did not seem 
rehabilitatable. Division participation was not recommended. Her 
father was dissatisfied with the disposition and insisted on consul- 
tation with a speech therapist. The speech consultant felt the pa- 
tient could be helped by a mature speech therapist and suggested 
a three-month course. This was provided; the patient responded to 
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the contact with the middle-aged woman therapist (the patient’s 
mother was dead) and improved her speech. A persistent coun- 
selor found a clerical job for her in a protected environment. She 
has been working continuously and successfully for over a year. 
This was a case in which psychiatric screening hindered a success- 
ful rehabilitation. 

The group of patients with whom the most intensive psychiatric 
work was done were the psychoneurotics. One hundred seventy- 
one patients who seemed to be reasonable candidates for help 
with short-term psychotherapy subsidized by the division were 
screened out of the total seen. They were either referred from the 
various community agencies, counselors, private physicians, and 
psychiatrists, or they came on their own, having learned about the 
program from friends or publicity. As has been indicated, the 
main problems of selecting these patients had to do with evaluat- 
ing the treatability of their clinical conditions plus determining 
their motivation for help. The discussion of financial arrange- 
ments helped considerably in making the necessary decisions. In 
discussing a patient’s financial situation, it was usually possible to 
distinguish the patient who could really afford treatment on his 
own, the one who wanted treatment merely because it was inex- 
pensive, and the one who really needed and could use the help 
proferred. Patients were selected on the basis that they might 
work through enough of their immediate problems during their 
treatment periods to continue on in life on their own or that they 
might improve their employment sufficiently to continue treatment 
privately. In borderline cases, initiation of psychotherapy was 
recommended as a further screening maneuver. 

Of the 171 patients recommended for six-month periods of sub- 
sidized psychotherapy there are follow-up records on 168, This 
information was obtained from questionnaires to and personal con- 
tacts with individual psychotherapists, plus the case records of the 
rehabilitation counselors. 

Thirty-seven patients (21 per cent of the 168 followed up) either 
did not follow through on the recommendation to begin treatment, 
or they terminated treatment after a few preliminary interviews. 
It should be recalled that treatment was sometimes recommended 
as a screening measure. Some of these patients were unable to 
tolerate reactivated anxieties, some terminated treatment because 
they were unable to make the necessary emotional investments, and 





256 A PSYCHIATRIC CONSULTANT IN VOCATIONAL REHABILITATION 


a small group were swayed in their decisions by unhelpful attitudes 
of their psychiatrists. Four patients decided they could afford 
treatment without subsidization. Six patients worked through 
their employment problems satisfactorily to themselves during 
their times of contact with the division. 

Kighteen patients (11 per cent of the follow-up group) remained 
in treatment from three to five months. They terminated for rea- 
sons such as military service, the pressure of families threatened 
by the impending emancipation of the patients, the working 
through to a satisfactory goal, or the presence of intolerable anx- 
ieties. Of this group of patients, 12 (67 per cent of the 18) im- 
proved their employment status with the help of treatment, and six 
‘(33 per cent) did not. Eight patients (44 per cent of this group) 
improved symptomatically and 10 (56 per cent) did not. 

Sixty-five patients (39 per cent of the whole follow-up study 
group) completed their six months and concluded treatment. Their 
therapists felt that 52 (80 per cent of the 65) had improved their 
employment status and 13 (20 per cent) had not. Also, 54 (83 per 
cent of the 65) had achieved significant symptomatic changes. In 
11 cases (17 per cent) there had been no significant clinical changes. 

In addition to the 65 just discussed, 48 patients (29 per cent of 
the 168 in the follow-up group) completed their subsidized treat- 
ments and were then able to continue on their own with their psy- 
chiatrists for additional periods of from three months to two 
years. Of this group their therapists were of the opinion that 43 
cases (90 per cent of the 48) had improved their employment status 
markedly or significantly and five (10 per cent) had not. Also, sig- 
nificant symptomatic changes occurred in 43 cases (90 per cent) 
and minimal changes in five (10 per cent), 

The improvement of employment stability under psychotherapy 
has been reported by others.**” In this study, the following eri- 
teria were used in evaluating the improvement of employment 
status: employed when previously unemployed; continuous em- 
ployment in contrast to previous frequent job changes; less absen- 
teeism; promotion; merit raises; less emotional stress; increased 
satisfaction and competence. 

By “significant symptomatic changes” are meant descriptions 
such as: “less masochistic,” “improved self-respect,” “less acting 
out,” “able to tolerate success,” “developed enough security to 
break off a severely self-destroying marriage,” “worked through 
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guilts about being dependent,” “recognized her own needs as in- 
fantile and able to become a more mature mother and wife,” 
“turned energies from acting out to earning a living construc- 
tively.” 

Among the clinical results, several patients were saved from in- 
stitutionalization, and several others were stimulated to find and 
hold jobs after long periods of unemployment. Others were re- 
lieved of inhibitions about promotions. One student had an inhibi- 
tion concerning study which disabled him in his academic work. 
An excellent job had been promised to him if he attained his de- 
gree, but he could study only if he were in treatment, and he 
couldn’t afford the fee. Treatment was subsidized through his last 
six months in college. After he received his master’s degree in 
geography, his job enabled him to continue treatment on his own. 
He is still having work problems but is much improved.” 


SUBSIDIZATION 


The participating psychiatrists were asked to evaluate the ef- 
fects of subsidization on treatment. Many interesting comments 
were made: “Subsidization was of inestimable value, the patient 
never knew people were that interested.” . . . “For the first time 
in her life, here was tangible proof that someone cared.” . . . 
“Relieved his anxiety, helped make treatment work, helped him to 
concentrate on his problems.” . . . “Unable to open up with the 
knowledge there would be no treatment after six months.” 
“Treatment would have been impossible without subsidization.” 

. “It provided the incentive to find part time work to help pay 
his share.” . . . “Initial resistance to express anger because he 
‘wasn’t paying for it.”’” . . . “Helped a great deal; counteracted in 
reality his deep-seated feelings he was doomed to a life of unlove 
and unhelp.” . . . “Mobilized courage to express anger, since ‘they 
were on her side.’ ” 

The effects of subsidization were studied in 118 cases. Fifteen 
patients (13 per cent of the 118) had their therapy significantly 
hindered by subsidization. This was caused by such factors as ag- 
gravation of guilt feelings or shame about dependence or exploita- 
tion. Forty-four patients (37 per cent) were thought to have been 
unaffected therapeutically by their subsidization, whereas 59 pa- 
tients (50 per cent of the 118) derived definite therapeutic help 
from the subsidization per se. 


APRIL-—1955-—¥ 
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A further example of the help provided by the subsidization it- 
self follows. A 38-year-old minister’s wife with a long history of 
psychosis, state-hospitalization and electric convulsive treatments 
had been under psychotherapy in a state university clinic with the 
same physician for three years. The therapist was about to sever 
his association with the clinic, and the patient was in jeopardy. 
Transfer to another physician was not in her interest. She could 
not afford more than a token fee. The division subsidized treat- 
ment for six months on a twice-a-week basis. During this treat- 
ment, it developed that while she had been in the clinic, the patient 
had diffused her intense feelings of hostility and guilt toward 
the therapist by rationalizing that she was being treated by the 
impersonal “state” rather than by a specific person. 'The state 
subsidy allowed her to maintain her homeostatic illusion until her 
defenses could be worked through. During the six months of sub- 
sidization she improved to the degree that she now holds a part- 
time job (her first employment in many years) which enables her 
to continue in therapy at an equitable fee which she can afford. In 
this instance, the subsidization served as a catalyst to work through 
an element in her pathologic attitudes. It enabled an important 
transition phase in her improvement.” 

Another observation concerning subsidization in general is that, 
by enabling treatment on an individual and private basis, it fos- 
ters a therapeutic atmosphere not usually obtainable in a clinic 
setting. 


DISCUSSION 


There has been some discussion in the literature concerning the 
value of “vocational rehabilitative efforts with the psychiatrically 
handicapped.”** From the results of the present study, it can be 
concluded that there is real value in such rehabilitative efforts, pro- 
vided the patients are carefully selected and that the main effort is 
directed toward psychotherapeutic rehabilitation, with the voca- 
tional counseling and other services as adjuncts. The vocational 
rehabilitation of the psychiatrically handicapped must be predi- 
cated on correcting the psychiatric disability. Occupational manip- 
ulations alone could not have been effective in this group of cases. 

Some evaluation of the gain from the investment made can be 
obtained from the following analysis. The average cost to the divi- 
sion of subsidizing psychotherapy was $333 a patient. The total 
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cost of the program over the two-year period was approximately 
$37,000. The average weekly increase in salary of the patients 
treated was $24.50. The total gain in wages during the time of this 
study was $141,600. The gain per year was $104,650. These fig- 
ures are only approximate and are subject to the usual criticisms 
of such analyses; they do not reflect the increased stability of non- 
wage earners such as housewives, nor can they reflect the impact 
of human maturation. 


SUMMARY 


1. <A brief review of the psychiatric rehabilitation program cur- 
rently in operation at the Illinois Division of Vocational Rehabili- 
tation is presented. 


2. The program consists of two main activities: (a) consulta- 
tion on general rehabilitation problems and (b) subsidized short- 
term psychotherapy with private psychiatrists for medically-indi- 
gent patients. A total of 94 psychiatrists have participated in the 
program. 

3. Some of the administrative and clinical problems encoun- 


tered are outlined. 


4. A study of the results obtained is made. Four hundred and 
fifty patients were seen in consultation over a two-year period. 
Various types of clinical problems are illustrated. 


5. A group of 171 patients with various types of neuroses were 
screened out of the total seen as candidates for six months of sub- 
sidized psychotherapy. Follow-up records were obtained on 168 
by questionnaire and personal contact with individual therapists, 
plus the follow-up records of the rehabilitation counselors. 

6. Thirty-seven (21 per cent of the 168) either did not follow 
the recommendations to begin treatment or terminated treatment 
after a few preliminary interviews. Kighteen patients (11 per 
cent) remained in treatment for three to five months; 65 (39 per 
cent) completed treatment at the end of the scheduled six months. 
An additional 48 (29 per cent) completed their subsidized treat- 
ments and were then able to continue on their own with their psy- 
chiatrists for additional periods of from three months to two years. 


la A 


7. Of the 65 who completed treatment at the end of the six- 
month period, their physicians felt that 52 (80 per cent of the 65) 
had improved their employment status and 13 (20 per cent) had 
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not; 54 (83 per cent) had achieved significant symptomatic im- 
provement, and 11 (17 per cent) had not. 

8. Of the 48 patients who completed their subsidized treatment 
and continued on in treatment with their physicians, employment 
had improved markedly or significantly in 43 cases (90 per cent of 
the 48) and was unimproved in five cases (10 per cent). Significant 
symptomatic changes occurred in 43 cases (90 per cent) and mini- 
mal changes in five (10 per cent). 

9. The effects of subsidization are discussed. Out of 118 pa- 
tients in whom these effects were studied, 15 (13 per cent) had 
their treatment significantly hindered by subsidization, 44 (37 per 
cent) were unaffected therapeutically, and 59 (50 per cent of the 
118 total) derived definite therapeutic help from the subsidization 
per se. 

10. From a clinical point of view it is felt that this program is 
worth while. Some statistical support for this view is presented. 
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ON EXAGGERATION 


BY EDMUND BERGLER, M, D. 


Exaggeration is a truth that has 
lost its temper. 
—Kahlil Gibran 


Exaggeration is the pigmentation 
which makes truth discernible. 
—Charles Yale Harrison 


Eixaggeration has its apologists—the comments cited from 
Gibran and Harrison point in this direction. A parallel statement 
can be found in an ironic comment ascribed to Herodotus: “Very 
few things happen at the right time, and the rest do not happen 
at all; the conscientious historian will correct these defects.” In 
the daily microcosmos, reality is improved by the raconteur. 

Exaggeration has its detractors: “Exaggeration is a branch of 
lying,” claimed Baltasar Gracian in 1647, and J. F. La Harpe said 
in 1770: “On affaiblit toujours ce qu’on exagére” (We always 
weaken what we exaggerate). 

Whether one would be justified in concluding, from contempo- 
rary statements of approval and older expressions of disapproval, 
that the general attitude toward exaggeration has changed, is not 
clear. 

Neither apologists nor detractors explain the psychological rea- 
sons prompting exaggeration. That is understandable; the shrewd 
observer limits the scope of his aphorism in accordance with the 
precept laid down by a writer of comedies in one of Arthur Schnitz- 
ler’s plays: “I let the curtain go up when things get interesting, and 
let the curtain fall the moment I have proved that I’m right.” 

In clinical analysis of a series of patients given to rather ridicu- 
lous exaggeration, the present writer has, he believes, found a com- 
mon genetic basis for exaggeration. Exaggeration represents an 
unconscious irony directed at the enshrined educators who com- 
municated educational precepts in too emphatic a manner; the 
over-emphasis was viewed by the child as exaggeration. As an 
adult, the child retaliates in kind, thus ironically dramatizing the 
exaggeration of his educators; at bottom, this trait is a “negative 
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magic gesture’”’* : “I'll show you in my behavior how ridiculous you 
were, and how I did not want to be treated!” 

This aggression toward enshrined educators is, however, only 
the most superficial, though unconscious, layer. More deeply re- 
pressed is the whole masochistic elaboration of the infantile con- 
flict which, because it is contradicted by the inner conscience 
(super-ego), is secondarily warded off by pseudo-aggression. Thus, 
the dramatized caricature of the parental (mostly maternal) “over- 
emphasis” in transmitting necessary educational precepts—a cari- 
cature framed in “exaggeration”—is but the lesser intrapsychic 
crime; the culprit accepts guilt for this fault in order to hide the 
bigger crime—psychie masochistic attachment. 

The penalties imposed for constant exaggeration—the environ- 
ment makes note of the failing and reacts with proper reserve, 
irony or disbelief—are accepted, seemingly as punishment for the 
superficial aggression. Thus, by hiding the real inner conflict, the 
exaggerator can go on exaggerating. 

It is hardly necessary to say that these reasons are fully uncon- 
scious. Only secondarily, are rationalizations adduced, for exag- 
geration. 

. + * 

A patient, an editor of 40, in treatment because of personality 
conflicts (“character neurosis”), complained one day that he had 
not “slept a wink” during the preceding night. 

“T assume that your sleep was interrupted,” I said. “Is that so?” 

“Why do you assume that I am exaggerating?” 

“Because that’s your style. Didn’t you dream, a few nights ago, 
that you were holding forth at a party and someone said: ‘There 
are people so addicted to exaggeration that they can’t tell the truth 
without lying.’ You woke up in a sweat, allegedly because you 
could not remember who quoted whom—the other fellow, Josh Bill- 
ings’ witticism, or you, the other fellow.” 

“Why do you catch me on a dream?” 

“That’s a slight mistake. Your conscience was catching you in 
a dream.” 

“According to your book, The Superego, the inner conscience is 
a cruel torture machine. Why couldn’t the accusation be sheer 
malice?” 


*For elaboration on ‘‘magie gestures,’’ see the author’s The Supereyo. Pp. 123, 124, 
176-178, 198-202, Grune & Stratton. New York. 1952. 
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“Because the inner torturer, though bent on torture, is bound by 
some restriction. Before the super-ego can ‘punish’ you for a 
crime, a rather formal proof that you have really committed that 
crime must be provided. Let’s check; how many hours did you 
actually sleep last night?” 

“Very little. That’s a fact.” 

“Quite possible. But ‘sleeping very little’ and ‘not sleeping a 
wink’ are not identical. Why do you exaggerate?” 

“It makes a better case.” 

“That’s a secondary rationalization. Can you give some other 
reason?” 

“Don’t be such a stickler for precision!” 

“Your tone of voice is so indignant that the suspicion of repeti- 
tion of some infantile scene is in order. Who was such a stickler 
for facts and precision at home?” 

“Nobody.” 

“Nobody reproached you for exaggerations and half-lies?” 

“Never.” 

Here the matter rested, and the analytic session proceeded, with 
elucidation of the reasons for the man’s disturbed sleep on that 
specific night. 

A few days later, the problem came up again. The patient was 
talking—rather ironically, but still with signs of righteous indigna- 
tion—of the way educational precepts had been drilled into him. 
He especially accused his mother of “ridiculous over-emphasis” : 
“Today, having children of my own, I know what I didn’t know 
as a boy—educating children is a thankless task. Whatever you do 
may turn against you. As a boy, I couldn’t help feeling that my 
mother constantly made a mountain out of a molehill. What used 
to get me was not what she said, but how she said it. Once, when 
I was an adolescent, | got a great deal of pleasure out of showing 
her two nice quotes from Mark Twain. One was: ‘There are 869 
different forms of lying, but only one of them has been squarely 
forbidden: Thou shalt not bear false witness against thy neighbor.’ 
The second quote was even better: ‘Carlyle said “a lie cannot live”; 
it shows he did not know how to tell them.’ ” 


“How does this tally with your statement that nobody reproached 
you, in your childhood, for exaggerations and half-lies? If the 
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quotes from Mark Twain, dealing with lies, were an argument 
against your mother, she must have reproached you for precisely 
that fault.” 

“Life is too short for hair-splitting.” 

“Very convenient.” 

“Believe it or not, the problem of lies wasn’t an important issue. 
Mother’s over-emphasis was.” 

“O. K. Would you accept the suspicion that in your exaggera- 
tions you are caricaturing—unconsciously, to be sure—what you 
call ‘mother’s overemphasis’?” 

A long silence followed. The patient bowed himself out, when 
the appointment was over, with a smile and a compliment: “Today 
you earned your fee.” 

At his next appointment, he was still enthusiastic about this 
newly-observed facet in his personality. He became much less en- 
thusiastic when its masochistic basis was called to his attention. 

“Oh, for God’s sake! Don’t start with that again! I'll have to 
take back the compliments I paid you!” 

“Not even this threat can change the clinical facts. If aggres- 
sion—and guilt because of aggression—were the basis of your con- 
flicts, how could we explain your constant masochistically self-pro- 
voked difficulties? Your whole ‘leading-with-the-chin’ technique, 
which has brought you into innumerable conflicts, including lost 
jobs, unhappy marriage, ete., etc.?” 

“The only thing I can say is: Aggression is acceptable, maso- 
chism isn’t.” 

“Quite true—consciously. The pseudo-aggressive defense sup- 
ports, the masochistic basis detracts from, your conscious picture 
of yourself as the He-Man—by the way, a self-delusion.” 

Since the patient was a literary editor, literary examples were 
adduced for him. Two recent books, Prince Bart by Richard Ken- 
nedy and White Hunter—Black Heart by Peter Viertel, were 
quoted. In both, severe self-damaging tendencies possessed by the 
hero were correctly depicted, but the masochistic basis was fully 
neglected. T’o which the editor replied: 

“The public can swallow aggression, it will never accept this 
damn masochism.” 

“That’s beside the point. Clinical facts are independent of psy- 
chologic fashion or public rejection. What about you—-person- 


ally?” 
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“T don’t want to exaggerate, but if you were, by any remote 
chance, right—it’s just too painful!” 
“T hope that’s the beginning of plain talk.” 
* + * 


A woman who pronounced herself to be in her “late thirties,’ 
an assistant editor of a nationally-read publication, came into 
analysis. She told her story; it was a sad succession of marital 
fiascos. All her husbands had disappointed her, but the current 
one was the worst of the lot. He was cold, reticent, refusing in 
both sex and money. Her report was freely punctuated with tears; 
in the subsequent discussion, each new detail was a signal for 
nearly uncontrollable weeping. 

The writer told her: “All this is very tragic. You left out only 
one point—why did you choose all these impossible men?” 

“Are you blaming me? I have been the victim!” 

“Nobody is ‘blaming’ you. The purpose of the question is to 
find out how much you co-operated in your disappointments.” 

“T like that! If a brick falls on the head of a passer-by, you 
blame the head and not the brick!” 

“Your example is out of place. Anybody can find himself in- 
volved in an unhappy accident through no fault of his own. But 
when a person is involved in repeated marital fiascos, his or her 
co-operation cannot be excluded. You knew your future husbands 
before you married them. If you want to fit your situation into 
the example of the brick, you will have to add that you saw the sign 
reading, DANGER, KEEP OUT, but stood on the pavement wait- 
ing for the brick to fall on your head.” 

“None of these men had warning signs hanging around their 
necks, They were all charming—on the suface. How was I to 
know that they would prove to be stinkers—if you'll excuse the 
word; it’s vulgar but correct.” 

“T dissent. Inwardly everyone has some kind of automatic warn- 
ing apparatus, telling him or her to keep out of the way of ‘im- 
possible’ people.” 

“If this ‘automatic warning apparatus’ really exists, it was not 
installed in my case.” 

“T cannot agree. Isn’t it strange that you have always—without 
a single exception—chosen men who disappointed you? At best 
you can say that you have an excellent signal system—for finding 
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disappointing men. And the only conclusion possible is that dis- 
appointment is what you are unconsciously looking for.” 

“That’s not fair!” 

By that time, the woman had used up all three of her handker- 
chiefs. (She always carried an “anti-tear reserve.”) To keep the 
“discussion” going, the writer provided her with a small pile of tis- 
sues. She was half through with these before she stopped sobbing, 
got her second wind, and asked: 

“Can you tell me how I ‘co-operated’ in the scene we had last 
night? My husband came home very preoccupied; he is all tied 
up in a silly business venture which can only end in his losing 
money. I warned him about this repeatedly. To cheer him up, I 
planned a bed party. Nothing doing. My darling husband got into 
bed and started reading some idiotic financial report without pay- 
ing any attention to me. I started to cry, which made him furious. 
He accused me of hysteria and what not.” 

“You simply chose an inopportune moment for your advances, A 
man preoccupied with business worries is not the ideal lover. If 
you hadn’t been bent on disappointment, you would have left him 
in peace.” 

“He is an albatross hanging around my neck!” 

“You chose him, remember?” 

“T also remember that marriage is supposed to mean companion- 
ship. What kind of companionship can I expect from a perpetual 
reader of financial reports in amorous situations?” 

“Why do you pick the wrong time for your amorous e/forts?” 

“Efforts, that’s the right word. I just wanted to console him.” 

“Does he usually react positively to such consolation when he is 
worried?” 

“Sometimes.” 


“What’s the approximate percentage of his positive and negative 
reactions—external circumstances and worriedness being identi- 


cal?” 


“T don’t keep book.” 


“That’s an evasion. May I assume that your ‘sometimes’ refers to 
an approximate ratio of one Yes to ten No’s?” 


There was no answer. 
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“May I therefore also assume that you had exactly a one-in-ten 
chance of getting what you wanted? And still, you reacted as 
though the ratio were reversed, and a terrible injustice had been 
done you.” 

“Just pile iton me! I’m guilty!” 

“If this goes on, you will prove, first, that all men are fellow con- 
spirators, second, that I’m a brute because I’m not impressed by 
your tears, and third, that I don’t understand the fine texture of 
your feelings.” 

“You guessed correctly. And that’s no joke, either.” After a 
second’s pause, “Please give me some more tissues.” 

It was just as well that there was an ample supply of these; 
otherwise the list of the analyst’s crimes would certainly have in- 
cluded “malicious refusal of help in a situation where I needed it 
badly.” 

During the next appointment, the lady asked for details on how 
the “innocent marital victim is guilty of her own victimization.” 
From her manner, it was clear that the question was prompted by 
malice, and that it had been prepared and weighed in advance. 

“Before I answer your question, I would like to point out how 
malicious your formulation really is. You are projecting upon me 
the dual pattern which constitutes your one and only emotional ap- 
proach. In this pattern, someone is mean to you, and you, of 
course, play the role of innocent victim. This constant inner re- 
petitiveness goes on inside and outside the analysis. In analysis, 
when the impersonal figure of the physician is made part of the 
pattern, this repetition is called ‘transference.’ From the repeti- 
tions, we can deduce the petrified infantile conflict of the patient. 
Isn’t the way you misjudge and exaggerate the situation interest- 
ing? You transform a clarifying discussion into an act of personal 
malice directed against you.” 

“T don’t follow you. I asked you a civil question, that’s all.” 

“That’s not all. You don’t give the impression of being on a 
fact-finding expedition, but rather on a fault-finding excursion. 
Correct me, please, if I’m wrong.” 

The answer, once more, was the tear-routine. 

“Let’s stop the injustice-collecting game for the moment. Since 
you claim that all you want is information, here it is.” 

The writer explained that there are no innocent victims in mar- 
riage, and that a history of perpetual marital fiascos presupposes 
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the presence of interlocked and complementary neuroses in both 
husband and wife. 

The patient’s reactions were clearly evident from her chang- 
ing facial expressions. Ironic disbelief was exhibited to begin 
with; it was followed by a horrified “double-take,” and then by un- 
controllable weeping. Since the crying persisted, she was asked: 

“Please explain how objective information can transform its 
provider into an ogre.” 

The patient was not accessible for comment. Entrenched behind 
her tears, she continued to play Niobe for a time, and then asked 
this amazing question: 

“Why are you afraid of tears?” 

“What gives you that idea?” 

“T just know. Your whole attitude shows that you dislike tears, 
That means, you are afraid of them.” 

“Tsn’t it also possible that I consider your weeping at the wrong 
time and in the wrong place simply an exaggeration and an ob- 
stacle to understanding your inner situation? You are paying me 
to do that job, remember?” 

“Your technique of trying to skip over emotions with jokes and 
irony is a trick. This silly suggestive technique is just a lot of 
eyewash.” 

“In your place, I would not insist on the word ‘eyewash,’ Let’s 
skip that, and see how good your argument is. There are two 
types of ironic consolation. One is simply a naive cover-up of a 
tragic situation; it leaves the underlying facts unchanged. The 
other takes—with a certain resignation, if you like—the unavoid- 
able amount of self-allotted self-torture into consideration, under- 
stands it, and tries to diminish it and make the best of it. You are 
obviously confusing the one type with the other.” 

The woman’s answer proved that her tears did not blur her 
thinking; she must have trained herself to weep and think at the 
same time: 

“Tf you are on the right track, and I really cry to confirm my 
claim that I am innocent, why the hell should I give it up?” 

“A very good argument—if you don’t want to change. In your 
present status, your incessant weeping has a definite purpose. You 
provide yourself with self-pity, enjoy it, and use it as an unim- 
peachable argument as well. If you change... .” 

“What would be the advantages of a change?” 
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“What are the advantages of removing a cancer? You cannot 
have been entirely satisfied with the state of affairs, or you 
wouldn’t have consulted me. Or were you looking for a weeping- 
companion ?” 

“Killjoy !” 

The next time, the patient started the appointment with the sly 
statement: 

“Since we established the fact that you are afraid of tears, I 
am doing less crying.” 

“First, we—or was that the editorial ‘we’!—did not establish 
any such thing. Second, assuming that we had come to that con- 
clusion, why should you be sacrificing yourself to please me?” 

“Don’t you know that feminine tears are shed in direct propor- 
tion to masculine approval, and that masculine untouchability dries 
them up?” 

“In short, with some men you ery more, with some less?” 

“Yes.” 

“The observation is correct, the conclusions wrong. You are 
confounding the secondary gain, derived from tears, with the pri- 
mary, consoling purpose of weeping. Therefore, the man’s atti- 
tude has a certain effect. But that’s not at all what I have in mind. 
I suggest that you work to achieve a real change, not a chameleon- 
like external difference.” 

“Meaning?” 

“You believe that my objectivity, which you erroneously classify 
as irony, is designed to hurt you. Nothing of the kind. It is not 
directed at you at all, but at your wnconscious; it means, ‘Stop 
using the old tricks.’ As time goes on, you will unconsciously iden- 
tify with this attitude of mine, which you despise at the moment. 
You will accept the invitation and try to out-distance your uncon- 
scious. And then, when you are capable of seeing yourself as you 
really are—a grievance-collector of self-produced wrongs—weep- 
ing will become superfluous.” 

“How can one out-distance one’s own unconscious?” 

“Did you ever hear the story of Marshal Ney’s discussion with 
his knees? Ney was one of Napoleon’s bravest generals, but once, 
while watching a battle, he found himself possessed by mortal fear. 
His knees were actually knocking together. He looked down at 
them and said, ‘Go on, knock; this is nothing compared to what 
you’d do if you knew where I was going to take you in a few min- 
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utes.’ After which the marshal mounted his horse and rode off into 
the midst of the battle.” 

“Oh, that’s the old technique of self-control through self-assur- 
ance. That’s worthless.” 

“You misunderstood. I didn’t quote Ney as a therapist. The 
story can be used for only one purpose: to explain what is meant 
by detaching yourself via mterpretation from your symptoms. 
Whether one calls it detachment, dissociation, separation, or put- 
ting distance between you and your symptom, only one thing is 
meant, and that is refusal to be overwhelmed by the panicky feel- 
ing that the unconscious is in complete control. Remember: Ney’s 
fear was real enough, but still he acted as if his fear did not belong 
to him.” 

“T see only a simple shift of responsibiliy—I’m helpless.” 

“Correction, please. I did not tell you that you should fight 
your unconscious single-handed with your so-called will. You are 
armed with a new weapon—the interpretation of your unconscious 
action. This handy weapon is more in the nature of a time-bomb; 
what you want is a magic formula, like ‘Open, sesame,’ that will 
give you immediate results. I am talking of the transitory periods 
till the interpretation sinks in. In other words, about the time re- 
quired between intellectual and affective understanding.” 

“T still fail to see how the interpretation helps even in the transi- 
tory period.” 

“Let’s put it differently. Imagine that a ghost is playing his 
tricks in an old castle. A detective is called in and discovers that 
the ghost is an old butler who has dressed up in a white sheet to 
frighten the inhabitants. Would you, a rational person, continue 
to be frightened after this discovery?” 

“A good simile—unfortunately inapplicable.” 

“On the contrary. The only thing missing in the comparison is 
the time element. The denouement is not a single process, but must 
be repeated again and again in the ‘working through’ process. In 
the end, rationality wins out; the ego is strengthened. Please bear 
this in mind: your tears are but a weapon of appeasement.” 

“Appeasement, my eye. I am really suffering; there’s nothing 
phony about it.” 

“You are mistaken; the unconscious formula for bringing on 
your tears is not just phony, but super-phony. You simply want 
to appease your conscience, which is justifiably accusing you of 
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enjoying your self-constructed misery. As an alibi, tears are pro- 
duced as if to say, ‘See how I’m suffering!’ ” 

“According to you, I’m a phony.” 

“Only your inner defenses are.” 

This patient, also, was given to fantastic exaggeration. Her 
“tear technique” was an exaggeration, for she would magnify self- 
constructed nuisances until they loomed as tragedies, and then 
weep inconsolably over them. Just as in the first case cited, the 
neurotic elaboration of the infantile situation with the mother was 
decisive here. Mother was an “intense” person who had drilled 
cultural precepts into the child with “hyperintensity.” This in 
turn subsequently became the target of the patient’s unconscious 
irony, and this intensity was reproduced as exaggeration. The pa- 
tient’s tendency to exaggeration was well known in her circle, as 
could be seen from a grievance she harbored against a colleague. 
He had asked her, absent-mindedly, “Is today Monday or Tues- 
day?” The patient replied, “Monday,” and he commented, ironi- 
cally, “That must be an exaggeration of yours.” 

It was also of interest that the patient’s superabundance of tears 
corresponded, in its exaggeration, to a reduction to absurdity of 
her mother. Mother had not only put forward her educational 
aims “with intensity,” but had sometimes had “tears in her eyes” 
while doing so. These half-tears were later unconsciously ex- 
panded to a whole flood by the patient. 


The strange feature in all these and similar cases is that the of- 
fending element was not the content of the educational command, 
but the manner in which it was communicated. Perhaps too little 
sense of proportion in some educators—understandable because 
cultural conformity must be implanted in the child—has its pe- 
culiar aftermath in “exaggeration.” 


251 Central Park West 
New York 24, N. Y. 





GROUP PSYCHOTHERAPY WITH PSYCHOTICS IN PARTIAL REMISSION 


BY IRWIN M. SCHULTZ, M. D., AND DAVID ROSS, M. A. 


Group psychotherapy has had increasing recognition as a means 
of treating psychotic patients. In this paper, is presented a dis- 
cussion of the psychotherapy of a group of patients in varying 
degrees of remission from active psychosis. 


GENERAL STRUCTURE OF THE GROUP 


The group sessions were held on the active treatment service of 
Philadelphia (Pa.) State Hospital. The patients, all females, were 
chosen from that service. Sessions were held twice weekly for 11 
months, with a total treatment time of about 85 hours. 

The group was “continuous” in type, with some patients leaving 
as they left the hospital, and others taking their places. However, 
the number at any one time was kept fairly constant, never exceed- 
ing 11, and the rate of turnover was gradual. Attendance was vol- 
untary, and little difficulty was encountered in this respect. For 
most of the sessions, there were two therapists, although there 
were periods, especially near termination of therapy, when there 
was only one. Non-participating observers also attended, Of these 
a small number, namely one psychologist and several members of 
the medical staff, were present consistently, while others, consist- 
ing of medical students and ward personnel, attended irregularly. 

In general, the orientation of the therapy was psychoanalytic. 
There were modifications of this however, chief among which was 
the use of the principles of the treatment of borderline states." * 
This will be discussed more fully later in this paper. 

Discussion periods followed each group session, during which 
therapists and observers discussed the proceedings of the session. 


SELECTION OF PATIENTS 


At this point, some general remarks about the background of the 
patients in the hospital are in order. Most of the patients are com- 
mitted from a local municipal hospital. There, the majority have 
received at least one course of active treatment, usually consisting 
of EST and occupational therapy, with partial or no response. 
They have thus been considered long-term hospital cases. 

Patients considered desirable for the group were those satisfy- 
ing the following criteria: 


APRIL-—1955—a 
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1. Position in the Treatment Program: patients who had com- 
pleted a course of EST and were receiving occupational and en- 
vironmental therapy. 

2. Degree of Remission: patients who were in fair contact with 
reality. Serious management problems, and acutely psychotic and 
regressed patients were excluded, 

3. Diagnosis: no attempt to form a homogeneous group with 
respect to diagnosis. Of the total number of patients treated (17), 
the majority (13), were schizophrenic; however, there were two 
cases of manic-depressive psychosis, manic type, one of a schizo- 
affective psychosis, and one of involutional psychosis, paranoid 
type. The one involutional patient did not respond well, becoming 
more psychotic and becoming a disrupting influence on the group. 
She eventually had to be excluded. 

4. Age: broad limits in this category. The patients ranged 
from 19 to 39, with the exception of one aged 55. This was the in- 
volutional patient who was dropped from the group. 

5. Responsiveness to Psychotherapy: evaluated from the pa- 
tients’ behavior both on the ward and in individual interviews. 
Conclusions were based upon (a) ability to tolerate conflictual ma- 
terial and gain insight, (b) amount of insight already present, and 
(c) motivation toward recovery. 

The patients were selected according to the following procedure. 
The initial group was chosen in a body and assigned to the sessions. 
When later members were considered, they were interviewed to 
determine suitability. The decision to enter the group, or to re- 
fuse to, was left up to the patient. Also, patients in the group had 
some voice in selecting new members. They were encouraged to 
suggest possible ones, and the names they submitted were com- 
bined with several suggested by the therapists. The final choice 
was then made by the therapists from the composite list. This 
aided significantly in the acceptance of new members by the group, 
and avoided inclusion of patients unacceptable to the majority. 


Discussion or Group FuNcTIONING 


As already mentioned, the orientation was predominantly ana- 
lytic.» *° The therapists were largely “neutral,” and spontaneous 
discussion was encouraged. The concept of transference was rec- 
ognized and utilized, both in reference to therapist-patient and pa- 
tient-patient relationships. Silences were not overlooked; at- 
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tempts were made to analyze them, and these became more success- 
ful as the group progressed. Principles of free association were 
used by the therapists in making interpretations, Also, the ther- 
apists’ own reactions were evaluated, insofar as they entered into 
the group therapeutic process. 

The most significant modification of the analytic approach was 
the use of the principles of the treatment of borderline states. The 
rationale for this procedure was two-fold: First, in their states of 
partial remission, the group patients resembled borderline psy- 
choties in behavior and dynamics; and, second, they actually had 
been borderline cases before their first psychotic breaks. 


The borderline-treatment principles used were among those set 
forth by Eisenstein.’ In the initial phase of therapy, the emphasis 
was on the establishment of strong positive relationships between 
patients and therapists. Also, the therapists employed permis- 
sive attitudes. In the next phase, the actual therapeutic working 
alliance, the uncovering of unconscious material was urged and 
abetted, but free association was not encouraged. The transfer- 
ence was not resolved, but was changed to a less regressive one. 

The final phase, termination of the therapy, received much at- 
tention. The group sessions were originally planned to be inde- 
terminate in number; but, after about nine months, it was learned 
that they would have to be terminated in another two months be- 
cause of the therapists’ departure from the service. The patients 
were notified of this immediately; and, for the final two months, 
preparation for the ending of the sessions occupied a paramount 
position in the therapeutic hours. Expression of the patients’ feel- 
ings regarding termination was encouraged, and these feelings 
were interpreted on as deep a level as possible. This procedure was 
found to be of definite benefit, particularly in reference to the ex- 
pression of hostility and to attitudes toward authority. There was 
one instance where the patients did not have an opportunity to 
work through their feelings about separation from a therapist. 
This occurred when one of the therapists left the hospital staff 
without notifying the patients until the last moment. The effect on 
the group was a disrupting one, slowing group progress and caus- 
ing temporary regression in several of the patients, 

Other modifications of the ordinary analytic attitude were used 
in line with the concept, expressed by Federn,* that schizophrenics 
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have strong oral orientations in their relationships. It was seen 
in the early group sessions that the therapists could not preserve 
strictly neutral positions. Strong resistances arose when the pa- 
tients were urged to take the initiative in discussing their feelings ; 
and they asked, “Why don’t you doctors ask us some questions?” 
And, “Give us a subject to talk about.” After several unsuccessful 
attempts to analyze the resistances, it was felt necessary to “give 
something” to the group, and a compromise with these requests 
was arrived at. At alternate meetings, one of the therapists would 
begin by reading a few lines from a book or magazine. 

The reading matter, chosen by the therapists, was designed to 
stimulate the discussion of issues felt to be most widespread in the 
group at the time. Also, on a few occasions, short lectures were 
given on such subjects as psychosomatic medicine and the mechan- 
ics of menstruation. These modifications produced good results ; the 
reading and lecturing were followed by pertinent discussions, and 
in subsequent meetings the patients showed more readiness to take 
the initiative. As therapy progressed, the group showed more 
spontaneity, preferring discussion to the reading. Consequently, 
reading became less frequent. 


An attempt was made to keep the meetings as informal as pos- 
sible. Patients could leave and enter as they wished; and eating 
and smoking were permitted. 


Group patients who became disturbed were encouraged to attend 
the sessions as often as possible. If they were too sick to attend 
or to remain at a session, this fact was discussed freely with other 
members of the group. On one occasion, while the topic of self- 
expression was being discussed, a patient who had considerable 
depression in her history, suddenly became acutely agitated. She 
fell on her knees, crying and shouting, “Please forgive me, don’t 
punish me,” and ran around the room repeating these pleas. She 
was persuaded to return to her chair, and urged to express the rea- 
sons for her agitation. When this was unsuccessful and she re- 
mained agitated, she was taken from the room. The other group 
members seemed definitely affected by this, evidencing considerable 
tension. Remarks were made such as, “‘M’ is certainly upset,” 
“Poor ‘M,’” and “Why is she so excited?” The incident was then 
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discussed. The fact of “M’s” fear and guilt and its unreality in 
the treatment situation was pointed out and accepted. Noticeable 
relief of tension followed. This was an important demonstration 
of unrealistic super-ego severity, and its discussion proved bene- 
ficial to group progress. 

Maximum permissiveness was employed on a verbal level to 
avoid physical acting out. This included acceptance and reinforce- 
ment of the profanity which occasionally arose. In the course of a 
discussion on the attitudes of relatives toward mental illness, pa- 
tients were relating experiences they had had during home visits. 
Several spoke of the rejection they had encountered from their 
families. At this point, one of the patients exclaimed, “I’m not 
ashamed of being sick. If they don’t like it, they can kiss my ass.” 
To reassure her, one of the therapists repeated her own words. 
“Of course, if they don’t like it they can. . .” He then went on 
to repeat what had been worked out at a previous meeting con- 
cerning the acceptability of mental patients. This particular pa- 
tient had had much difficulty in managing her hostility, and it was 
felt that this incident helped her to accept her feelings and find an 
appropriate channel for their expression. 

It was found that patients can remain rather passive during 
the group sessions and still benefit. This was true of two patients 
in particular. One hardly spoke at all, and then only to express 
her confusion about the group trend at the time. The second made 
only occasional remarks of a caustic nature. Both were thought 
to be gaining little or nothing from the therapy. Toward the ter- 
mination of treatment, however, the first patient definitely began 
to exhibit more spontaneity and affect when she was seen outside 
the group, though she remained rather quiet during the sessions. 
Also, during the final meeting, the second patient brought in a 
book and read to the group excerpts about the principles of indus- 
trial psychology. She had improved in general adjustment over 
the last few months of therapy, and at the time of this writing, is 
expected to leave the hospital soon. 


The discussions between therapists and observers that followed 
each meeting were of much value, in that they afforded an oppor- 
tunity for correcting therapeutic mistakes, planning future courses 
of action, and teaching group dynamics, 
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Data anv Resutts 
Number of patients treated—17 
Ages—19 to 59, mean 33 
Total time hospitalized—5 to 48 months, mean 19 
Number of psychotic episodes—1 to 4 
Number who left the hospital on indefinite home visit—8 
Number well enough for short home visits—5 
Number confined to hospital without home visits—4 


The statistics show the status of the group’s patients at the ter- 
mination of therapy. “Total time hospitalized” must be consid- 
ered a minimal estimate of the duration of illness, since informa- 
tion concerning exact duration is not available in most cases. With 
several patients, there is evidence that psychosis existed for some 
time prior to first admission, and between subsequent admissions. 
“Indefinite home visit” status covers patients considered well 
enough to be discharged and to make extramural adjustment, but 
kept on the hospital rolls for a year to insure follow-up. No fol- 
low-up data are available on the eight reported here as on in- 
definite home visit. 

At this point, it would be well to state that the figures are not 
considered an adequate indication of the results achieved. The 
number of patients leaving the hospital does not have the same 
significance with patients in partial remission as it does with more 
regressed psychotics. More important are the changes produced 
in attitudes and clinical behavior. Several of those who left the 
hospital would probably have done so without group therapy. In 
their cases, however, it is felt the patients were helped to achieve 
sounder remissions, and thus had a better chance to remain outside 
the hospital. All the patients except the involutional one reached 
improved levels of verbal self-expression, diminution in anxiety, 
and more effective reality-testing. 


SUMMARY 


This paper discusses a group psychotherapy project conducted 
with a group of psychotic patients in partial remission. The orien- 
tation of the therapy was predominantly psychoanalytic. There 
were modifications of this approach, however, chief among which 
was the use of the principles of the treatment of borderline states. 
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Patients who left the hospital were felt to be in sounder remission 
than would have been achieved without group therapy. All pa- 
tients in the group except one showed increased self-expression, 
diminished anxiety, and improved reality-testing. 


4605 Fulton Avenue 

Sherman Oaks, Calif. 
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6842 Elmo Street 

Tujunga, Calif. 
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REPORT OF AN INTEGRATED THERAPEUTIC PROGRAM : 
A THREE-YEAR WARD EXPERIMENT* 


BY WILLIAM E, McCULLOUGH, M. D. 


Why should a special report on a ward experiment oriented to 
group psychotherapy be of special interest, now that this psychi- 
atric technique is no longer news? 

Because, in the writer’s opinion, group psychotherapy is some- 
what like the textbook study of physics or chemistry. From group 
psychotherapy, one learns the principles which motivate us; the 
dynamics of our personalities. But the verification of these prin- 
ciples and their application to the business of daily living, take 
place largely outside the class. 

It may, therefore, be that the patient to whom group psycho- 
therapy is available in an institutional setting, shares an excep- 
tionally favorable environment. In addition to offering insight 
into his problems and offering intellectual understanding of him- 
self and others, such a group situation offers, with help and guid- 
ance, a laboratory in which to practise the application of the knowl- 
edge gained. 

This report concerns itself with an integrated therapeutic pro- 
gram; a ward experiment conceived in terms of mass-treatment 
techniques, which became an actuality in the spring of 1949 at 
Camarillo State Hospital in southern California, 

The ward on which this program matured and operates is A-1, 
which, when the program began, became an open and 100 per cent 
working ward for women patients who were believed able to benefit 
from psychotherapy. There was equal emphasis on therapeutic 
work and social activities. 

From its inception to the end of the planned three-year experi- 
mental period on April 1, 1952, there were 675 admissions of par- 
ticipating patients. 


I. Backcrounp or THE EXPERIMENT 
During 15 years of private psychiatric practice in greater New 
York, during part of which time the writer served as consulting 
neurologist to a state hospital staff, he became increasingly inter- 
ested in taking part in an experimental therapeutic program in a 
state hospital or other controlled environment. 


*At Camarillo State Hospital, Camarillo, Calif. 
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With the interest and encouragement of the late Dr. C. C. Bur- 
lingame of the Hartford Retreat, some tentative ideas were de- 
veloped. In 1948, Dr. Thomas Haggerty, superintendent of Cama- 
rillo State Hospital, was approached with the general proposal. 
He saw the possibilities for expanded horizons in institutional 
therapeutics, and made available the hospital facilities and a serv- 
ice for experimental purposes. At Camarillo in December 1948, 
with a general go-signal for the plan, two closed wards, F and F-1, 
having a total of 310 women patients, were first used. Here, the 
infancy and pre-adolescence of the techniques eventually adopted 
were worked through, 

These wards were practically unclassified; they had everything! 
One ward had a large percentage of custodial and chronic pa- 
tients, as well as involutional paranoid patients; and few of them 
were able to assume work responsibilities. The other was called 
a working ward, but only about half the patients were actually able 
to work. 

The first efforts were directed toward clearing the classification 
jungle. Both wards became work detail wards, and many patients 
were transferred. In the course of reclassification, every patient 
was interviewed, with particular attention to her apparent suscep- 
tibility to some form of psychotherapy—at that time an innovation 
at Camarillo on any mass basis. The writer’s evaluation included 
considerations of disposition, type of illness, intelligence, and 
so on. 

It was evident that there were too many patients and that the 
task was too great for any consistent form of individual psycho- 
therapy. The only alternative was some type of group treatment. 

The project was approached without experience in group psy- 
chotherapy, but familiarity with the general literature. The trial 
period—during which the undoubted effectiveness of this technique 
was learned through experience—largely preceded establishment 
of the experimental ward. Full operations were ready when A-1 
became an open ward for women patients, all to receive group psy- 
chotherapy, on April 1, 1949. 


Il. Tse Hosprran anp Warp A-1 


Camarillo was the largest and newest of California’s state hos- 
pitals and averaged about 5,400 resident patients during 1951. Pa- 
tients on Ward A-1 averaged 86, with a ward capacity of 100; and, 
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therefore, comprised less than 2 per cent of the patient population, 
and oceupied an exceedingly favorable place in the general picture 
of 20 per cent excess population for the hospital as a whole. (Fig- 
ure 1.) 
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Figure 1. Ward capacity and patient population: year ended December 31, 1951 
(1951 average patient population—86) 


Drawing on the sprawling Los Angeles area for a majority of 
its patients, Camarillo is located about 65 miles north of the me- 
tropolis, just inland from the coast. Its attractive tiled white 
stueco buildings of modified Spanish architecture occupy a wind- 
ing, irrigated valley in the midst of 1,650 hospital acres. About 
half that land is under cultivation, and the institution is partially 
self-sufficing in farm produce, 
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Ward A-1 shared with other services and hospital facilities an 
L-shaped building unit, forming two sides of a large landscaped 
and unlocked court. Other units completed the enclosure. The 
larger part of A-1 occupied the second story of the L, and included 
two dormitories with a total capacity of 71. Other facilities in- 
cluded a day hail, a classroom and a dozen smaller rooms of vari- 
ous sorts. 


The downstairs space of this ward occupied only part of the 
first floor and consisted of a 28-bed dormitory, a day hall, and 
several miscellaneous and service rooms. The upstairs office served 
both ward units. No attendant was stationed downstairs where 
only the more responsible patients were assigned. The total ward 
capacity was 99 beds until the addition of one more in 1951, 
brought it to 100. 


lil THe Starr 


The personnel administering the ward program had, from its 
inception, received continuing formal and informal training in ori- 
entation, motivations and techniques, from the therapist and 
others. During the three-year period, the ward personnel consisted 
of a psychiatrist, a psychiatric nurse, a charge attendant, one day 
attendant, and one night attendant, all permanently assigned. 
There were other assisting or substitute attendants. For six 
months, a resident clinical psychologist was a valuable adjunct to 
the ward program, but it was not possible to replace him when he 
left the hospital service, 

The modest size of the staff should be underscored, in light of 
the intensive program that was undertaken and pursued without 
interruption. The significant contribution made by the attendants 
was, in large measure, due to the opportunity to select the most 
promising and interested of those concerned with the first tenta- 
tive developments on F and F-1. Specialized personnel serving the 
entire hospital was called upon freely: social service workers, state 
rehabilitation officers, and so on. It was a continuing policy to use 
all resources to the utmost. 

A disruptive factor during 1951—although it was indicative of 
ward personnel standards—was the loss of the pioneer charge at- 
tendant and two successive psychiatric nurses to advanced super- 
visory or training posts. 
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lV. THe Patients 


Patients on Ward A-1 were carefully classified, although of 
widely divergent diagnoses. Guiding principles both for their se- 
lection and for the treatment program were established and oper- 
ating when A-1 became entirely an experimental psychotherapy 
ward, and comprehensive statistical records were maintained. 

Cited here to illustrate this report, the 1951 calendar year, as a 
base statistical period, yields data fairly representative of any of 
the three experimental ward years. In certain fields, notably so- 
cial therapy, it reflects a relatively mature and stable program. 
Such vital ward programs as the Alpha Club, and its expansion 
of chapters in communities served by the hospital, were gradual, 
planned developments. 

Table 1 shows data on age, education and marital status of pa- 
tients on the ward over 30 days, who were served by the integrated 
work-social-psychotherapy program during 1951, including carry- 
overs from 1950. 


Age. With few patients having disorders of a chronic, custodial 
or “incurable” type, the average age tended to be lower than on a 


majority of the wards. The median age of A-1 patients was 36, 
with almost 90 per cent in the 21 to 49 age-group. 

Education. Median education was the twelfth grade level (high 
school graduation), with 65 per cent in this group; and 10 per cent 
of all patients, college graduates. 

Marital Status. The 1951 group included 32 per cent married, 
24 per cent single, 21 per cent divorced, 9 per cent separated, and 
4 per cent widowed. 

Of interest, though not strictly comparable, are United States 
Bureau of Census figures on the marital status of females 14 years 
old and older (1949): 63 per cent married, 20 per cent single, 2 
per cent divorced, 3 per cent separated, and 12 per cent widowed. 
Even with the heavier weighting of the census figures in the low- 
est and highest age-brackets, something of the disruptive effect of 
mental and emotional disturbances on marriage may be seen by the 
comparison. 

Gross Diagnostic Classification. (Figure 2): The classification 
used is that of the American Psychiatric Association code (re- 
vised 1945), slightly modified for California State Department of 
Mental Hygiene use. 
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Figure 2. Gross diagnostic classification* of all patients (288) on ward, year 
ended December 31, 1951 
The largest diagnostic group of the ward’s 1951 total of 288 pa- 
tients, was composed of the psychoneuroses, 96 (33.3 per cent). 
Next were dementia precox (schizophrenia), 79 (27.4 per cent) ; 
alcoholism without psychosis, 64 (22.2 per cent) ; manic-depressive 
psychoses, 20 (6.9 per cent); involutional psychoses, 15 (5.2 per 
cent); primary behavior disorders, 6 (2 per cent); alcohol, 3 (1 
per cent); psychoses due to drugs, to epilepsy, with psychopathic 


"Classifications: American Psychiatric Association, 1945 rev., slightly modified by 
California State Department of Mental Hygiene. 
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personality, drug addiction without psychosis, and mental defi- 
ciency, 1 each (0.4 per cent each). 

A further breakdown of classifications having the heaviest rep- 
resentation, placed over half the psychoneuroses in the mixed type 
(54 per cent). An even larger percentage of the dementia precox 
group was in one subdivision, with 57 per cent of the paranoid 
type; and of the involutional psychoses, 66 per cent were paranoid. 

Admissions and Readmissions to Ward (Table 2). The average 
turnover of patients during 1951 was 19.5 monthly, with an almost 
identical year-end carry-over; 74 and 75 on the ward December 31, 
1950 and January 1, 1952 respectively. 


Table 2. Admissions and Readmissions to Ward: All Patients on Ward, Year Ended 
December 31, 1951 








Admis- Admis- 
sions sions 
Total On ward 1-1-51 to 
Per 12-31-50 12-31-51 
Type No. cent No, No, 








Admitted once only 248 86.1 186 
Admitted more than once, all years 40 13.9 28 
All patients 288 100.0 214 
Single admissions (on ward once only) 248 79.5 186 
Readmissions (on ward one to three times, 1951)* 64 20.5 43 
BE ROMIAEORS, » 09.6.5 920 cncraseve dts ccde ees 312 100.0 229 











*Breakdown of 64 readmissions by 40 patients: 18 patients were on ward once only 
during the year ended December 31, 1951; 20 were on the ward twice; two, three times, 


Patients on the ward—for all periods whatever—during the year 
totaled 288. Of these, 248 (86.1 per cent) were admitted once only, 
during all the years covered. Patients who had ever been on the 
ward before, plus the 1951 first admissions returning during the 
year, totaled 40—with the total readmissions of these 40 reaching 
64 during 1951. There were 18 readmissions who were on the ward 
once only during 1951; 22 who were there twice; and two, three 
times. The carryover and 1951 admissions for 288 patients 
totaled 312. 


Type of Admission (Table 3). The 1951 first admissions and re- 
admissions for 288 patients included 218 (76 per cent) committed 


through the courts or public health officers, and 70 (24 per cent) 
admitted on a voluntary basis. 





288 REPORT OF AN INTEGRATED THERAPEUTIC PROGRAM 


Table 3. Type of admission and 30-day Observation Period: First Admission or 
Readmission, All Patients on Ward, Year Ended December 31, 1951 


First admissions or read- 
missions during 1951 
Patients No. Per cent 








Type of admission 


Voluntary 70 24.0 
Commitment , 76.0 


All patients 2 100.0 
30-day observation period: 
On ward over 30 days j 92.0 


On ward under 30 days 22 8.0 


All patients 100.0 





Not acceptable to California state hospitals on a voluntary basis, 
are chronic alcoholics and drug addicts without psychoses, mental 
defectives, and certain other diagnostic groups which were not rep- 
resented on A-l. 

Observation Period (Table 3). An observation period of 30 
days was routine, with the patient usually assigned to ward duties 
during this time. All members of the ward team took special note 
of special problems, characteristics and capacities of the new pa- 
tient, and pooled observations for the purpose of treatment needs 
and plans. 

Patients remaining on the ward less than 30 days were in gen- 
eral those who became acutely upset, were found not to be quali- 
fied for an open ward, or who escaped. Certain detailed statistical 
data, primarily of personal or social nature, were not recorded for 
this short-term group. 

During the year, 266 of 288 patients (92 per cent) remained on 
the ward beyond the observation period, with 22 (8 per cent) 
transferred, granted indefinite leave, discharged or escaped dur- 
ing their first 30 days. 

Movement of Patients (Table 4). Of 288 patients, 196 (68 per 
cent) came to A-1 directly from the receiving ward, with the re- 
maining 92 (32 per cent) transferred from other treatment wards. 
Of the 1951 readmissions, 17 (71 per cent) were from the receiving 
ward, and seven (29 per cent) were from other wards, totaling 24. 
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Table 4. Movement of Patients, Year Ended December 31, 1951 


First admission Readmission Total 
Movement No. Per cent No. Percent No, Per cent 





On ward December 31, 1950 rer 12 ones 74 
Entered ward during 1951 (all 
admissions ) 288 100.0 24 100.0 312 100.0 
From receiving ward 196 68.0 17 71.0 213 68.0 
From other treatment wards 92 32.0 7 29.0 99 32.0 
Separated from ward during 1951 219 100.0 18 100.0 237 100.0 
Indefinite leave from hospital 123 56.0 6 33.0 129 55.0 
Discharge from hospital .... 47 22.0 3 17.0 50 21.0 
Unauthorized leave from hos- 
pital 14 6.0 5 28.0 19 8.0 
(Separated from hospital) (184) (84.0) (14) (78.0) (198) (84.0) 
Transferred to other wards .. 35 16.0 4 22.0 39 16,0 
On ward January 1, 1952.... 69 dees 6 cove 75 


Of 237 total separations from the ward in 1951, 219 were of first 
admissions, and 18 of readmissions. 

Of first admissions, 170 patients (78 per cent) left the hospital 
under favorable circumstances; 123 (56 per cent) on indefinite 
leave, and 47 (22 per cent) discharged. Unauthorized leaves in the 
group leaving the ward numbered 14 (6 per cent), and 35 patients 
(16 per cent) were transferred to other wards. 

Of 18 readmissions separated from the ward, six (33 per cent) 
received indefinite leave; three (17 per cent) were discharged; 
five (28 per cent) took unauthorized leave; and four (22 per cent) 
were transfered to other wards. 

Although 20.5 per cent of the 1951 admissions were of patients 
who were on the ward more than once (readmissions, all years), 
the percentage of individuals readmitted was 13.8. 

Reflecting hospital and state-wide trends, alcoholics (22.2 per 
cent of the 1951 ward patients) accounted for a disproportionate 
number of readmissions to the ward. They accounted for 40 per 
cent of all 1951 first admissions of patients who had been on the 
ward previously in any year; 41 per cent of all second readmis- 
sions; and 50 per cent of all third. 

Alcoholism and Other Diagnoses Related to Off-Ward Movement 
(Table 5). The difficult problem of the alcoholic patient emerges 
clearly also, in considering the relationship between diagnosis and 
off-ward movement. It is especially evident in the high incidence 
of alcoholic patients taking unauthorized leave. 


APBIL-~—1955-——u 
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Table 5. Diagnostic Classification: All Patients Leaving Ward During 30-Day Obser- 
vation Period; All Taking Unauthorized Leave, Year Ended December 31, 1951 








Unauthorized 


Off ward first 30 days Total (AWOL) (AWOL) 
Unauthorized Per After 30 


Diagnosis Total Official (AWOL) No. cent, days 


Involutional psychosis: 
Melancholia ...... ] 1 0 2 10.5 2 
Psychoneurosis: 


Psychasthenia, com- 





pulsive states .. 1 1 0 0 0 
Reactive depression 2 2 0 0 coos 0 
Mixed type ...... 4 4 0 2 10.5 2 
Character neurosis 1 0 1 1 2 0 

Manic-depressive psychosis: 
Manic type ...... 5 4 1 1 5.2 0 
Dementia pracox 
Catatonic type.... 1 1 0 0 cone 0 
Paranoid type .... 4 4 0 0 see 0 
Other types ...... 1 1 0 0 esos 0 
Alcoholism without 
psychosis ...... 11 0 11 12 63.4 1 
Primary behavior disorder: 
Simple adult mal- 
adjustment .... 2 1 1 1 5.2 0 
Total patients 33 19 14 19 100.0 5 








Of a total of 33 patients leaving A-1 in 1951 during their first 
30 days, 19 left with official sanction—indefinite leave, discharge or 
transfer to other wards. 

Unauthorized leaves accounted for the remaining 14, of whom 11 
(79 per cent) were alcoholics without psychosis. Of the five un- 
authorized leaves by patients after the 30-day period, only one pa- 
tient was alcoholic. 

The only other diagnostic groups than the alcoholic that contrib- 
uted more than one AWOL patient were: psychoneuroses, three, 
and involutional psychoses, two. 

.ffective late in 1951, a hospital directive provided that patients 
committed for alcoholism without psychosis should remain on 
closed wards during their first month. Despite obvious advant- 
ages in reducing the number of unauthorized leaves, there are draw- 
backs from the therapeutic angle. With limited psychotherapy 
available in the hospital as a whole, and with A-1 operating the 
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only integrated work-social-psychotherapy program, many eligible 
alcoholics now tended to remain on the ward of original assign- 
ment. The number of alcoholics benefiting from the A-1 program 
dropped sharply. 

It is the author’s observation that committed alcoholics in gen- 
eral have no great degree of insight into the fact that their diffi- 
culty is symptomatic of a deeper maladjustment. They, therefore, 
seek psychiatric help less readily than other nonpsychotie groups. 
Assignment of the aleoholie to psychotherapy from the beginning 
of hospitalization would seem to offer more promise than any de- 
gree of reversion to the old physical-custodial type of care. That 
type has proved, in the writer’s opinion, of little long-term benefit 
to most alcoholics. 


In spite of the fact that alcoholic patients accounted for 63 per 
cent of all 1951 unauthorized leaves from A-1 (12 out of 19), 82 
per cent of the 64 alcoholics on the ward remained for the usual 
three-month hospitalization required of that category. Several 
remained voluntarily for longer periods for additional psycho- 


therapy. 


V. Aotive TREATMENT PROGRAMS 


Group Psychotherapy. Participation in group psychotherapy, 
from the inception of Ward A-1 and its inclusive treatment pro- 
gram, has been required of all patients. Each attends a weekly 
class meeting, a minimum of one and one-half hours, under psychi- 
atric leadership. 

Throughout 1951 there were five groups, each composed of pa- 
tients having similar or related mental or emotional problems or 
symptoms. Classification lines were not followed with absolute 
rigidity, as a consistent attempt was made to meet individual needs, 

Group psychotherapy may be defined simply, as a technique for 
re-education in terms of attitudes, values and other emotional com- 
ponents of the personality, in a social setting; with group identifi- 
cation and interchange a vital part of the learning process. Group 
psychotherapy has cardinal values of its own, besides being an ef- 
fective substitute for intensive individual psychotherapy. From 
a hard-pressed administrative standpoint, it multiplies the number 
of doctors. 
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The writer’s earlier service was a proving ground for several 
types of group psychotherapy procedure before the form followed 
by all classes in the three-year A-1 program was settled upon. 

The pioneer groups had met in small classes; 10 to 12 patients 
of mixed diagnoses—-psychoses, psychoneuroses, personality be- 
havior disturbances, and so on. There was early emphasis on 
younger patients only as promising material, but the groups soon 
included a much wider age-range. These early meetings followed 
no particular form, but consisted generally of informal and free 
discussion of personal problems by the group, with the therapist 
not injecting himself too much into the discussion. With this non- 
directive pattern, however, it was soon evident that some patients 
participated little or not at all. Evaluating alternatives, seeking 
means to insure participation by all members, the biographical 
method went into effect with the opening of A-1. 

Under this method, the patient was required to write and submit 
her life story, presented in terms of her reactions to events—her 
feelings about the things which had happened to her. The form 
was concise enough to allow a story to be read aloud in about 15 
minutes; approximately 750 to 1,000 words. (It is perhaps sig- 
nificant that a general high level of writing seemed to result from 
this simple form of reporting deep emotional experience; a level 
often far superior to the patient’s usual apparent capacity for 
written expression. ) 

At first, life-stories were unidentified, and the discussion did not 
refer to the author. Soon, however, class members were willing to 
identify themselves with their stories and participate in direct dis- 
cussion of them. Reaching this point, they invariably expressed 
willingness to answer related questions. Considering the rela- 
tive unsophistication of a majority of patients, and the intimate 
and often painful nature of material honestly presented in a life- 
story, it was interesting to note that less than 10 patients of the 
several hundred who participated in the ward experiment re- 
quested to be transferred in order to avoid group psychotherapy. 

This method of group psychotherapy is of the directive type, 
dictated largely by the size of classes. With an average ward pop- 
ulation of 86 in 1951, classes ranged from 16 to 20 members. 

The major topic of most sessions was thus a biography or life- 
story of a class member. After the reading, each member asked 
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questions to bring out additional significant material. Then, on 
the basis of reading and discussion, each member was encouraged 
to discuss briefly the factors which might have contributed to or 
influenced the patient’s difficulties, or which might have been causa- 
tive in her illness. 

The therapist then summed up the discussion in simple explana- 
tory terms, sufficiently broad to apply to similar or related prob- 
lems. 

Additional insights were gained from scheduled question and 
free-disecussion periods, periodic blackboard demonstrations and 
simple lectures on the dynamics of mental and emotional illness. 

The five classified groups functioning throughout 1951 were: 

Class A—Chronie alcoholism and drug addiction. Very few 
members of this group had been diagnosed as psychotic or deterio- 
rated, though many exhibited psychoneurotic symptoms aside from 
those of an addictive nature. 

Class B—Undifferentiated diagnostic group characterized pri- 
marily by age (17 to 25 or 30), by immaturity in psychological 
development, and by relative unsophistication. Behavior problems 
such as are encountered in simple adult maladjustment, were 
shared by a majority of Class B members. 

Class C—Psychoneuroses. A majority in this group had diag- 
noses of mixed psychoneurosis; but other major types included re- 
active depression, hysteria, psychasthenia, hypochondriasis and 
anxiety. This group requested, and had approval for, an extra 
group psychotherapy session one evening each week, under their 
own moderator. One and one-half hour meetings were held for dis- 
cussion of personal and group questions and problems of their own 
choice, in their own way. The group held 26 successive and sue- 
cessful extra meetings, achieving strong group identification. This 
extracurricular activity seemed to accelerate group and individual 
progress in the regularly-scheduled classes. 

Class D—Dementia preeox (schizophrenia), Almost 60 per cent 
of the members of class D had a paranoid type of personality dis- 
turbance. Of the remainder, most fell into the simple or catatonic 
types. A majority had received electric shock treatment, either in 
Camarillo or elsewhere. (Table 6.) 


Class E—Manic-depressive and involutional psychoses. The 
largest diagnostic groups in Class EB, about equally divided, were 
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Table 6. Previous Hospitalization and Electric Shock Treatment of 266 Patients on 
Ward Over 30 Days, Year Ended December 31, 1951 











Patients 








Hospitalization : No. Per cent 
Previous to current hospitalization ............ 126 47.0 
No previous hospitalization .......+.+++ee000+ 140 53.0 
All BOUTS cc sccccvccesvccccoveseavenes 266 100.0 
Electric shock treatments: 
EST before admission to ward ....+.+s+ee00+ 73 27.0 
EST before admission and while on ward ..... 12 4.5 
SE OR WOTE GUE cc dcicccccvevevessdocecove 4 1.5 
(Total patients receiving EST) .........+- (89) (33.0) 
PO BENE beevet ceaccevctéceceuescedeeisrense 177 67.0 
All pathomts ..cccccccvcccccvsvecesevases 266 100.0 











manic-depressive-manic and involutional paranoid; with manic- 
depressive-depressed accounting for most of the balance. 


Required Attendance 


Regular group psychotherapy class attendance was required of 
all patients, who at every other reasonable time were permitted to 
have visitors—these taking precedence over work assignments and 
other hospital or ward activities. Only genuine illness or other 
real emergency was acceptable as excuse for absence from class. 
Equally strict adherence to the class schedule was self-imposed by 
the therapist and the psychiatric nurse, who assisted at each meet- 
ing by reading the story and participating in the discussion. Full 
notes of the discussion were taken and later transcribed. 

Duration of Class-Attendance (Coterminal with Residence on 
Ward) (Figure 3). As every patient attended weekly psychother- 
apy class throughout her stay on the ward, data on the number of 
classes attended serve also to indicate the length of time spent 
on A-l. 

A total of 196 patients, who had remained over 30 days, were 
separated from the ward in 1951. This group may be taken as rep- 
resentative of the length of exposure to group psychotherapy and 
the integrated ward program. 

The median number of classes was 13 (19.5 hours), including the 
observation period—thus 13 weeks on the ward was median resi- 
dence. 
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Figure 3. Number of weekly group psychotherapy classes (equal to total weeks on 
ward): 196 patients on ward over 30 days, separated from ward in year ended 
December 31, 1951. The upper part of the figure covers classes (and ward resi- 


dence) from three to 26 weeks; the lower part shows classes attended by patients 
in residence from six to 26 months. 


Median No. of classes (meeting weekly, one and one-half howrs): 13 .... .... 
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Though the number of classes varied, for the individual, from 
four to 116, 12 to 18 classes were attended by 115 patients, or 59 
per cent of the total. Less than 15 per cent attended as many as 
26 classes (six months). 

Individual Psychotherapy. Office interviews with the ward psy- 
chiatrist were an integral part of the planned program. The doc- 
tor’s door was never closed. A fairly long and early initial inter- 
view with each patient was supplemented by later interviews with 
the therapist. 


Every patient was encouraged to write down disturbing feelings 
and reactions, however trivial the precipitating incident may have 
seemed to her. This kept the therapist informed as to her general 
and specific difficulties, and also afforded her some emotional re- 
lease through the writing itself. Many patients wrote volumin- 
ously, all with the assurance that the material would be read by the 
doctor, and much of it formed the basis for subsequent interviews. 


The therapeutic team of Ward A-1 (the psychiatrist, psychiatric 
nurse and charge attendant) conducted both formal and informal 
interviews with all patients, depending upon specific problems, the 
momentary or long-term needs of the patient, and personality con- 
siderations. Hach member of the team saw every patient in at 
least one extended conference during the observation period, fol- 
lowed by many planned series of additional interviews. 

During 1951, the ward psychiatrist conducted an average of 19.5 
initial interviews monthly, matching the intake of patients—with 
49 additional personal interviews of varying duration, not includ- 
ing narcosynthesis or collateral conferences, 

Previous Hospitalization (Table 6). Of the 266 patients on the 
ward during 1951 who remained over 30 days, 126 (47 per cent) 
had histories of previous public or private hospitalization. Some 
of this number had been patients at an earlier date in Camarillo 
or other state hospitals, but the figure does not include those hav- 
ing been on other wards during their current hospitalization. No 
previous hospitalization was reported by 140 patients (53 per 
cent). 

Electric Shock Treatment (Table 6). Patients requiring exten- 
sive series of electric shock treatments were transferred or sent as 
“guests” to the shock ward, usually returning to A-1 on completion 
of the series. An occasional patient needing very limited shock 
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treatment had EST while remaining on the ward; with only 16 
such patients in 1951. 


Of 266 patients on the ward during that period, 73 (27 per cent) 
had received EST at some prior date, either at Camarillo or else- 
where, and received none while on the ward; 12 patients (4.5 per 
cent) had received EST both prior to ward residence and while 
on A-1; four patients (1.5 per cent) received EST only while on 
the ward. A majority, 177 patients (67 per cent) had received no 
EST at any time. The common diagnostic classifications among 
EST patients were dementia precox, manic-depressive and involu- 
tional psychoses. 

Narcosynthesis. In selected cases, averaging seven a month in 
1951, the psychiatrist, assisted by the psychiatric nurse, conducted 
sodium-amytal or sodium-pentothal interviews, with an aim of fa- 
cilitating the expression of suppressed or disturbing material. 

Carbon-Dioxide Inhalation. A more recent innovation in the 
ward therapeutic program was CO, therapy, primarily used in the 
treatment of the more deep-seated and severe psychoneuroses. The 
therapeutic goal is similar to that of narcosynthesis, but the pa- 
tient tends, in dreams experienced under CO., to abreact rather 
sharply and directly. Subsequent verbalization varies. 

CO, treatments require much less time than narcosynthesis (an 
average of 15 minutes as against 75 or so); and, while the two are 
by no means entirely interchangeable, CO,, in cases offering a 
choice, has advantages for mass treatment. Another advantage is 
the immediate return of the patient from CO, to full consciousness 
and functioning, with no aftercare involved. 

An insufficient number of CO, series has so far been given, to 
permit conclusions of any real validity. However, several patients 
have shown definite improvement in insight and adjustment after 
only a few treatments. 

General Medical Program. Sedation is rarely authorized, and 
patients are encouraged to an awareness of the psychosomatic na- 
ture of many functional disorders. Psychotherapy class lectures 
on the dynamics of mental and emotional disturbances emphasized 
conversion hysteria and other defense mechanisms. 

Medications prescribed routinely on the ward included vitamins 
for the alcoholic patients and others in whom a deficiency was 
known or suspected; dilantin for epilepsy ; stilbesterol for the more 
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acute menopausal difficulties ; and other more or less standard med- 
ications as required. 

Surgery, dentistry and special diets are routine services where 
indicated. 

Work Therapy. All Ward A-1 patients had regular work as- 
signments (or “details’”), always suited as nearly to the individ- 
ual’s needs, capabilities and experience as was possible in an insti- 
tutional situation. Hours of work ran from about 25 a week to al- 
most a full 40-hour work week in a few cases. The average was 


od 


between 25 and 30 hours. 

Approximately 21 patients were detailed to the ward itself, and 
were responsible for a general high standard of ward housekeep- 
ing, and for operation of the clothing, shoe and linen rooms, and 
for handling personal effects and ward maintainence equipment. 
New patients were usually assigned to the ward detail for their 
first few weeks, both for more rapid orientation and for purposes 
of closer observation. 


Off-ward work details were of many types, ranging from routine 
jobs, such as typing, filing, clerking, waiting on tables, ete., to 


highly skilled work, such as technical assistance in the recreational, 
music or occupational therapy departments, medical secretarial 
work, research, library work, and the like. 

Several factors effected a generous contribution of skilled A-J 
workers to the general hospital program. All A-1 patients were 
sufficiently stable to be on an open working ward; most were in the 
age-groups of highest productivity (median age, 36) ; and the level 
of education (median, twelfth grade) was comparatively high. 

An example of work assignments used as a psychotherapeutic 
aid may be seen in the case of a psychoneurotic patient who had 
a conscious fear of, and aversion to, children, reactions never 
overtly expressed, but strongly experienced and intellectuaily rec- 
ognized and deplored. 

The patient and therapist traced these reactions to a specific in- 
cident during the patient’s fourteenth year. Armed with this 
awareness, and with the therapist’s support, she was able first to 
assist the director of the children’s occupational therapy program 
with office and materials work; then, to some degree, with the 
children themselves. While an entirely spontaneous and relaxed 
relationship with children is hard to achieve, this patient at 43 ap- 








WILLIAM E, MCCULLOUGH, M. D, 299 


proaches normal reactions. A new field of emotional experience 
had opened and her hitherto sternly suppressed maternal instincts 
were accepted by her and attained favorable expression in general 
interpersonal relationships. 

Social Therapy (Table 7). With an accepted principle of psy- 
chotherapy recognized as the development and strengthening of 
healthy personality traits in the mentally or emotionally disturbed 
patient, assignment of social responsibility suited to the capacities 
of A-1 patients was part of the original ward plan. 

A balanced program of social and other ward activities operated 
from the beginning, but in the early days often originated with 
members of the ward team who also gave much actual leadership. 

Inspired by experimental gestures toward self-government else- 
where, but more importantly, by the desires of increasingly group- 
conscious ward members, the Alpha Club was formed in March 
1950 to assume all ward social and educational activities, and a 
considerable part of the disciplinary and housekeeping responsi- 
bilities. 

With the active support of the therapist and the ward team, the 
Alpha Club almost immediately became a potent force in actual 
ward self-government by patients. As a city council is limited by 
laws on several levels, so the Alpha Club was limited by broad 
ward and hospital regulations, but wide scope for action remained 
to the executive body. In some cases, the club was instrumental in 
obtaining modification of general regulations. 

All A-1 patients automatically assume club membership on en- 
try into the ward, and, with membership, its responsibilities. The 
organization—with constitution and by-laws, elected officers, a 
board which serves as a steering committee, and appointed com- 
mittee chairmen—operates along usual parliamentary lines. A 
majority of its bi-weekly meetings, except in details of subject- 
matter, would be undistinguishable from those of any typical 
women’s organizations. Staff members are usually not present, 
though invited. 

Among major activities, now routine and smoothly operating, 
are: a trained hostess service to welcome new members; orienta- 
tion of new members to the therapeutic purposes of the ward; con- 
sideration of suggestions and grievances; an extensive program 
of patient-taught adult education classes; maintainence of a com- 
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mon fund or treasury to assist new patients and others without 
funds to obtain small necessities, and to provide refreshments for 
ward parties; and provision of leadership for a well-rounded pro- 
gram of ward parties, invitation dances and special events and pro- 
grams such as the annual Ward Open House. 


Ward housekeeping functions are performed through the “O. D.” 
Committee which, in 1951, made a detailed efficiency study, report 
and recommendations on hours and standards of work, and on the 
personnel necessary to perform the ward housekeeping job. These 
recommendations were adopted in toto by the club and approved 
for reorganization purposes, by the ward team. Spearhead of the 
committee in routine operation is the officer of the day, chosen in 
rotation from among ward workers, 


This committee also has authority to deal, through impartial ac- 
tion, with habitual offenders against the flexible housekeeping and 
the social behavior standards of the club—short of behavior prob- 
lems symptomatic of illness. Observation of rest hours; the use 
of radio, piano and record-player; responsibility for proper use of 
books and magazines; reasonable decorum on and off the ward, are 
all subject to enforcement through committee action, with penalties 
usually in the form of extra work stints. Serious or dangerous in- 
fractions of rules are brought to the attention of the ward staff. 


Liaison relationships with other hospital services in connection 
with club activities are handled directly by patients delegated 
through officers or the chairman: arrangements for cut flowers or 
plants through the nursery; arrangements for special materials or 
services by the recreational, occupational or music therapy depart- 
ments; and such matters. 

Club action has modified the hospital’s general 6:30 a. m. reveille 
to a permissive 7:30 on Ward A-1, and has extended the generally 
prevailing 8:30 p. m. curfew to 10 o’clock. With the aid of the 
therapist, it has been so arranged that ward members are no longer 
compelled to go to breakfast at the women’s cafeteria, but may re- 
main on the ward to use the kitchenette for light breakfasts, if they 
choose. 


Such little freedoms greatly ease the rigors of institutional life, 
help new members to adjust in a minimum of time to the require- 
ments of group living, and promote an atmosphere favorable to the 
highly desirable group identification as a therapeutic goal. 





302 REPORT OF AN INTEGRATED THERAPEUTIC PROGRAM 


Club adult education classes are an important and continuing 
part of the program, with the range of subjects and the number of 
classes dependent on available qualified teachers and on demand. 
During 1951, an average of 10 classes a week met in the large class- 
room, equipped with blackboard, the leader’s desk and comfortable 
chairs. These classes were usually scheduled in the evening. A 
year’s major subjects included shorthand, sewing, singing, dancing, 
charm, exercise, Spanish, French, English and spelling, games, 
book discussion and drama. 

Classes meeting regularly when this paper was written included 
choral-drama (an original choral-pageant for the 1952 Open 
House), shorthand, English, current events, community singing, 
and handwork such as knitting and crocheting. 

There is an average of four organized social affairs each month, 
including several Saturday night ward parties, and an invitation 
dance, with the hospital orchestra and with refreshments provided 
by the hospital. Ward parties are varied: programs with member- 
talent or invitation performers from outside; folk-dancing and 
games ; bingo; dress-rehearsal parties ; farewells and other special- 
occasion celebrations, such as birthdays or anniversaries. 

All social affairs, including liaison with off-ward offices and out- 
side organizations, are handled through committees in a manner 
typical of any well-run active organization. The club also serves 
as a valuable public relations organ, obtaining the friendly inter- 
est and assistance of outside groups and individuals, for the benefit 
of the ward and the over-all hospital program. 

When it is recalled that the median time on the ward of patients 
leaving it in 1951 was only 13 weeks, the achievements of the Alpha 
Club will compare more than favorably with many outside organi- 
zations of considerable community status. Neither club members 
nor ward staff—who would invite such comparison—would ask for 
any handicap because the club members also happened to be pa- 
tients in a hospital. 

Sunday Sessions. Another ward activity tending to strengthen 
group identification and transference, is a popular Sunday Morn- 
ing Session conducted by a talented charge attendant. In 1951, all 
members of the ward attended these “free-for-all,” informal, non- 
directive group psychotherapy sessions—which encompassed a 
wide range of hospital, ward, group and personal subjects and 
problems. They lasted from one to well over two hours. 
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Alpha Alcoholics Anonymous Group. The Alpha AA Group, all 
patients committed for alcoholism or other addictions, meets 
weekly. Following the usual AA procedure, serious talks and dis- 
cussions are often concluded with coffee-and-doughnut therapy. 

Contributing three general secretaries to head the Camarillo 
Hospital AA Group during 1951, Alpha AA members participated 
actively in hospital-wide meetings. 

The ward organization achieved sufficient status to be listed as 
the Alpha AA Group in the 1952 International AA Directory. 

Special Ward Services. An informative evening was conducted 
once each month with Jean Paul, hair stylist of a leading Holly- 
wood salon, who regularly volunteered his services to Alpha mem- 
bers. Devoting several hours on the ward to practical instruction 
in make-up, hair-styling and other essentials of personal grooming, 
he oceasionally brought professional friends as helpers. In addi- 
tion to this direct assistance for strengthening weak egos, Mr. 
Paul, a gifted painter and ceramist, gave informal discourses on 
the principles of aesthetics. From the psychiatric point of view, 
such freely-given service is excellent therapy. 

Another ward service is a newly-instituted occasional presenta- 
tion of rather special movies on the ward, in addition to the weekly 
hospital movies. 

General Hospital Services. Hospital services of a social, recrea- 
tional or cultural nature that are generally available include rausic 
participation and appreciation; concerts; organized and informal 
games; weekly movies and dances; handicrafts; such performances 
as plays or dance programs by outside groups; a library; and a 
well-equipped beauty shop. 

The ward usually contributes talent for special observances and 
programs such as the Kaster cantata, the Fourth of July “county 
fair,” and the Christmas program. News for an “Alpha: Antics” 
section of the hospital monthly paper is an Alpha Club responsi- 
bility. 

A-1 patients are invariably among workers staffing the canteen 
and store, both nonprofit activities for the convenience of patients, 
staff and visitors. 

Among other freely-utilized hospital services are consultations 
with the Catholic and Protestant chaplains, and church services, 
including provision for Jewish patients. 
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OuTGOING SERVICES 

Vocational Rehabilitation. The ward has taken maximum ad- 
vantage of vocational rehabilitation services available to outgoing 
patients through the California State Department. of Education. 

The Education Department program assists “handicapped per- 
sons, including those with mental impairment,” to enter suitable 
employment. Services most commonly benefiting A-1 patients are: 
job training or re-training, usually in schools, on the job or by cor- 
respondence ; maintenance and transportation, if necessary, during 
rehabilitation ; equipment and licenses; suitable job placement; and 
follow-up. 

Former ward members now “out on rehab” include a number in 
beauty, secretarial and art schools. Several patients still on the 
ward are scheduled for junior college, trade and craft schools on 
leaving. 

This program is a happy supplement to an all-out ward pro- 
gram. It offers a relatively secure transition service to appreci- 
able numbers of untrained outgoing patients and patients needing 
to regain vocational self-confidence. 


ProoraM ror Former Patients: THE ALPHA CHAPTERS 


Perhaps the most gratifying fruition of the A-1 experiment was 
inauguration, in 1951, of a continuing program for patients who 
have left the hospital. 

The writer had long hoped to establish ward alumnae chapters 
to offer supportive group psychotherapy and social therapy, and 
to be of service to the ward and outgoing patients. 

The first outside the hospital, the Santa Barbara Area Chapter, 
held its maiden meeting in June 1951. Since then, other chapters 
have been formed in Los Angeles and Ventura, with a healthy and 
active membership. 

Alpha chapters, all of whose members are former A-1 patients, 
formulate their aims as (1) continuing group psychotherapy in or- 
der to hold, consolidate and increase individual gains; (2) assist- 
ing Alpha Club members of the chapter area as they leave the hos- 
pital, and (3) giving assistance to the ward Alpha Club and to the 
hospital generally. 

Groups usually meet one evening monthly with the therapist, and 
once with their own moderator, rotating the meeting place among 
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members’ homes. Plans are under way to form several chapters in 
the extensive Los Angeles area. As yet, a comparatively large 
membership meets in a single group, but provides for transporta- 
tion and for informal subgroup meetings through area committees. 

Material benefits have accrued to the ward from these chapters, 
in addition to a strong feeling of support and to the enrolling of 
understanding friends outside. Chapters have provided sewing 
supplies, cosmetics, Alpha Club letterhead stationery, clothing, 
food snacks, cigarettes, modest cash gifts to the treasury, and out- 
ings for girls having few or no visitors. 

It is the writer’s conviction that such chapters can, not only ful- 
fill their stated aims, but can also, through strong group support, 
keep some borderline patients from relapsing and going back into 
the hospital. 

The Los Angeles Chapter has already performed this service for 
a patient whom the writer had fully expected to see back on the 
ward some time ago. This patient was a gifted and intelligent 
woman on the upper border of middle age. She faced a double 
problem on discharge: to obtain immediate employment and to find 
sufficient emotional support outside the hospital to bolster her 
meager self-confidence. Fearful that she would make no move to 
leave the hospital, though she was a voluntary patient, the writer 
decided to put the metropolitan group to the test. 

Through the chapter president and others, the patient was not 
only chauffered, bag-and-baggage, from the hospital to a week-end 
haven with friends; she not only had the loan of a member’s vacant 
apartment for a few weeks; and received spontaneous doses of en- 
couragement by phone and in person; but she has found a reason- 
ably satisfying job for which she feels competent. 

This sort of thing is repeated in a variety of guises, not only for 
the outgoing patient, but also for alumnae chapter members them- 
selves who encounter stormy emotional weather. 


A byproduct of the alumnae chapters is increased solidarity and 
a sense of status within the mother-group on the ward. The active 
and practical friendship of outside chapters seems also to moder- 
ate anxiety about any stigma which might result from state hos- 
pitalization. 


APRIL-—1955—J 
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CONCLUSIONS 


Statistical assessment of results obtained by multiple therapies 
in mental or emotional illnesses is often difficult or impossible. 
Clear-cut, readily demonstrable conclusions more frequently follow 
highly selective, controlled experimental subjects and environ- 
ments. 

An experiment such as the three-year Ward A-1 program does 
not readily admit of a control for purposes of comparison, a public 
institutional unit providing a wide variety of treatment and activi- 
ties for a changing population totalling many hundreds of patients. 


Conclusions are, therefore, presented on the evidence of the A-1 
experimental unit alone. The aim is to present them dispassion- 
ately and conservatively and, whenever possible, with other quali- 
fied judgments sought. 

With a median of only 13 psychotherapy classes, or 19.5 hours 
of formal group psychotherapy, the writer did not expect patients 
to show dramatic gains in insight. 

However, the classes were a sound foundation to which were 
added individual interviews by the therapist and others, special 
psychiatric and medical treatment, training or re-training in group 
adjustments, and the vital emotional support afforded by an inte- 
grated work and social therapy program. 


Many patients thus exposed to a “total push” showed marked 
improvement in both insight and group adjustment. 

Table 8 presents gross evaluation of insight, before and after 
psychotherapy, for 196 patients separated from the ward in 1951. 
Evaluations were reached in conference, on the basis of personal 
interviews, group psychotherapy classes, case histories, and the 
combined reports of all trained personnel dealing therapeutically 
with the patient. 


Of these patients, making up the total 1951 separations, 20 per 
cent showed little or no gain in insight; 63 per cent, a moderate 
gain; and 17 per cent, a definite or marked gain. 


A further use of rough evaluations for the same group is pre- 
sented in Table 9: gross evaluation correlated for insight, ward 
and work adjustment. In general, the success of ward and work ad- 
justment appears closely related to the degree of insight possessed 
by the patient. 
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Table 8. Gross Evaluation* of Insight, Before and After Psychotherapy: 196 Patients 
Separated from Ward, Year Ended December 31, 1951 








Insight before 
Psychotherapy Change: insight after psychotherapy 
Per Negligible Moderate Definite 
Evaluation No. cent Eval. No. Eval. No. Eval. No, 


Very poor 58 30.0 Poor Fair 27 Good 
Poor 88 45.0 Poor Fair Good 
Fair 50 25.0 Fair Good 43 

Total 196 100.0 40 123 

Per cent Ss 100.0 20.0 63.0 








"Gross standards in evaluating patients’ insight: 

Very poor or poor: Little or no recognition or understanding of the illness. 

Fair: Some recognition of illness; some understanding of root problems, 

Good: Clear recognition of the illness; considerable understanding of dynamics, of 
basic problems and conflicts within the personality, 


Table 9. Gross Evaluation Correlated for Insight, Ward and Work Adjustment: 
196 Patients Separated from Ward, Year Ended December 31, 1951 











Insight on leaving ward Ward adjustment Work adjustment 


Evaluation No, Evaluation No. Evaluation No. 





Poor 


> 
Poor 16 Fair 


Poor 
Fair 
Good 
Poor 
Good Fair 
Good 


Poor 
Fair 
Good 
Poor 
Good Fair 
Good 


Fair Good 


Fair 
G 
ood Good 








Table 10 presents gross evaluations separately for insight, ward 
and work adjustment. 
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Table 10. Gross Evaluations of Insight, Ward and Work Adjustment; 
Shown Separately 


Per Per Per 
Insight No, cent Ward No. sent Work No. cent 





Poor 33 17.0 Poor 16 8.0 Poor 21 11.0 
Fair 87 44.0 Fair 39 20.0 Fair 36 18.0 
Good 76 39.0 Good 141 72.0 Good 139 71.0 


Total pts, 196 100.0 196 100.0 196 100.0 





——— re eee 





With 80 per cent of the evaluation group showing moderate-to- 
definite gains in insight; with 72 per cent rating good in ward ad- 
justment; and 71 per cent good in work adjustment, the picture of 
total improvement is still incomplete. One must add the marked 
gains made by a majority of patients in their relationships with 
those outside the hospital during their course of treatment, gains 
observed by members of the therapeutic team and testified to by 
patients, families and friends. 

Though these two tables may seem to attempt the measurement 
and correlation of factors and qualities too elusive for conclusive 
evidence, they, nevertheless, possess sufficient validity to give some 
support to the writer’s own general conclusions, 

The writer is convinced that an integrated ward program can 
provide both direct and supportive therapies to assist the patient 
most effectively in meeting the immediate need for social recovery 
and, further, can project both influence and services beyond the 
hospital to help the patient continue progress toward a reasonably 
well-adjusted and rewarding life. 

If most mentally and emotionally disturbed people are “suffer- 
ing an acute pain in their interpersonal relations,” as the late 
Harry Stack Sullivan said, then the Ward A-1 program is attack- 
ing the problem at its source; using psychotherapy as a base for 
intensive emphasis on group learning, living and loving. 

In essence, with the aids of an integrated program, a patient 
may come to feel accepted by, and feel a part of, a group—to be at 
home with people; to have a less parochial outlook, deeper under- 
standing and broader tolerance. And with acceptance, one be- 
comes better able to accept one’s self, a tolerance reflected out to 
others. Thus the patient is freed, at least to a degree, to make 
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constructive effort to modify those personality traits and reduce 
those conflicts which may have caused maladjustment and acute 
distress. 

Further, the program is one of relative simplicity and is readily 
adaptable to wide institutional use. It operates with a minimum 
staff; requires no unusual skills, facilities or equipment; and, in 
the writer’s opinion, gives sufficiently clear-cut favorable results 
to be worth broader application and further development. 


26 West Micheltorena Street 
Santa Barbara, Calif. 





EDITORIAL COMMENT 


CONCERNING SIN AND PENICILLIN 

It was only a few years ago that most people thought we might 
be well on the way to getting rid of one of the scourges of the earth 
forever. After a century of hush-hush, the campaign against ve- 
nereal disease was brought out—during World War I]—well into 
the open. And a few years later, medicine emerged from half a 
millenium of futility with specifies for the treatment of both syph- 
ilis and gonorrhea. So today, both syphilis and gonorrhea seem 
to be on the increase, 

Twenty states had rising syphilis attack rates during 1954; 36 
had rising rates for gonorrheal infection. The figures are from 
questionnaires answered by health officials of all 48 states at the 
joint request of the American Social Hygiene Association, the 
American Venereal Disease Association, and the Association of 
State and Territorial Health Officers. Eight of 44 cities of more 
than 200,000 population, whose officials answered the question- 
naires, also reported rises in the syphilis attack rate; and 23 found 
a similar increase for gonorrhea, 

This increase in the venereal disease attack rate is, at first 
glance, somewhat surprisingly in view of the discontinuance of the 
American Journal of Syphilis and the dropping of the word “syph- 
ilology” from the title of the Archives of Dermatology and Syph- 
ology. These changes are plainly a reflection of a vastly lesser 
venereal disease problem than existed a decade ago. Until 1954 
the reduction in attack rates had been continuous and impressive. 
Furthermore, insofar as syphilis was concerned, the problem of 
treatment had almost reached the vanishing point. When one has 
a specific for a disorder, why devote medical journals to it? There 
will be occasions for treatment articles and treatment discussions 
but there will be many fewer than in the days before penicillin. 

This is not quite the same thing as concluding that the problem 
of the venereal diseases is still decreasing. The problem of treat- 
ment has decreased although the Journal of Chronic Diseases, 
which succeeds the American Journal of Syphilis, continues to dis- 
cuss syphilis, among other disorders. And medical journals in 
general will also continue to do so. But the problem has shifted 
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from one of treatment to one of prevention; to the problem of the 
epidemiology of a disorder which can be treated satisfactorily but 
still must be prevented and must have early identification of its 
cases. 

There are still great obstacles ahead on the route to the millen- 
ium. The immediate concern of the three associations from whom 
the figures on the rising venereal disease attack rate were derived 
is to obtain additional funds, which they contend are needed if the 
present trend is to be reversed. The matter of such funds and 
their souree—increased federal appropriations are sought—is pri- 
marily the problem of the health authorities and of the health 
groups supporting them in the campaign against venereal infec- 
tions. That more funds are needed is the emphatic opinion of the 
experts responsible for the report on increased attack rates, The 
material on which the appeal is based, says E. Gurney Clark, M. D., 
medical consultant of the Social Hygiene Association, “was secured 
by careful analysis of data from the various states of the union. It 
has been carefully checked with other sources and there is no 
doubt whatever that venereal diseases are on the rise in a majority 
of the states.” Tux Psycuiarric Quarterty can only note that— 
beyond the general observations that the issue is of the utmost im- 
portance and that all medical people must believe in adequate sup- 
port for the public health authorities—the question of how much 
money is required and of who should provide and spend it is one 
to be solved by the agencies involved and is not psychiatry’s 
concern. 

But the question of why—with chemotherapy available to stamp 
out these plagues now and forever—they can be on the increase 
today is one that should be psychiatry’s very particular concern. 
For there can be very little doubt that the primary cause of failure 
to make progress against these disorders is a failure in public edu- 
cation and in medical public relations. The cause of the failure is 
—without very much doubt, in its turn—general and individual 
emotional resistance. And emotional resistance to truth or reason 
is a psychiatric problem. Regardless of the adequacy or inade- 
quancy of public health facilities, private treatment for syphilitic 
or gonorrheal infection is, and has been, available. There are no 
available statistics, and there are not likely to be any, to show it; 
but a shrewd speculation is permissible that if all who could afford 
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to pay would seek private treatment, public health facilities might 
be able to care for the rest without all the extra funds that are now 
sought. 

It is also a fair speculation that when persons who can afford 
treatment fail to get it, many are blocked emotionally, and others 
are blocked by ignorance. This is a failure of our mental hygiene 
and public health education programs; and it should be primarily 
the responsibility of people who deal with human irrationalities to 
do something about it. 

In 1942, when the threat of venereal disease to our armed forces 
brought discussion of the question squarely into the open, this 
QuarrerLy discussed one aspect of public irrationality as “The 
Wages of Sin.”* “For the wages of sin is death,”** and one of the 
strongest and most bristling barriers to the medical treatment of 
venereal disorders—or even to discussion of their medical treat- 
ment—is the widely-held conviction that the victim of syphilis or 
gonorrhea is a sinner who deserves the wages of sin, all his ills and 
more also. This is a common layman’s interpretation of the moral 
code that has been preached in our western world for the last two 
thousand years. It is neither an explicit nor an implicit criticism 
of that code to criticize such a popular interpretation of it. It is 
an interpretation that is to be criticized as contrary to observed 
medical fact and damaging to medical and public health efforts. 
It interferes unwarrantably with treatment of disease and with 
prevention of its spread. And it is based on a false premise, for 
both the major venereal diseases, as well as the minor ones, may 
be acquired in marriage by a partner who has not trespassed 
against the moral code; syphilis may be contracted by the babe 
unborn; and, until the requirement became general that silver ni- 
trate solution be dropped in the eyes of the newborn, gonorrhea 
took a tremendous toll in congenital blindness. 

If the moralist’s feeling that the wicked deserves all the misery 
he gets was a strong barrier as recently as 1942 against medical ef- 
forts to exterminate the venereal diseases, it was not the only bar- 
rier. The missionary of social hygiene had to contend with ignor- 
ance and misinformation. The symptoms of primary syphilitic in- 
fection in both sexes are often trivial and are often unrecognized. 
The initial symptoms of gonorrhea in women are so trivial that one 


*Editorial comment: The Wages of Sin, Psyontat. Quart., 16:2, 408-410, April 1942, 
**Romans 6.23. 
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authoritative description notes that they go almost universally un- 
noticed. If they are usually annoying, they are generally not dis- 
abling in men; it was not so many years ago that young men some- 
times boasted of “getting a dose” as a mark of sexual prowess; 
and the traditional attitude toward one was that it was “no worse 
than a bad cold.” The fact that it was very considerably worse 
was a tiresome preaching that one didn’t have to listen to. (“You 
have to hear enough preaching, don’t you, without listening to 
some fool doctor do it?”) 

So aside from the fact that they deserved their punishment and 
that no right-ninded person would go out of his way to see that 
they had medical treatment, the victims of one disorder were al- 
ways hard to convince of the need, and the victims of the other 
very much harder. And thanks to the advance of medicine, the 
victims in the second instance are harder to convince than ever. 
Any fool could always see that a mild discharge from the urethra 
was no worse than a severe discharge from the nose. Now, he can 
not only see it, but he very likely knows it; for it is a fact that, with 
penicillin available, gonorrhea now is no worse than a bad cold 
(though some of us might still unreasonably prefer the cold). But, 
“no worse than a cold with early and competent medical treatment” 
is all too easy to read as “no worse than a cold with self-treat- 
ment,” or “no worse than a cold, in any case, as everybody has 
always known anyway.” 

Exactly how serious is the present situation? Reported cases 
of venereal disease in the United States declined substantially from 
1947 through 1953; the 1954 figures cited in this discussion are 
not complete; in the country as a whole (as far as published infor- 
mation shows) attack rates may not have risen at all, or may not 
have risen materially. But, regardless of the national total, in- 
creases in the attack incidence of one major disorder in 20 states 
and of the other in 36 should call for the serious attention of the 
medical profession as a whole, and for the active interest of psy- 
chiatry. 

Any increase in syphilitic infection has a direct relation to the 
problems of psychiatric disorders in general and of mental hos- 
pitals in particular. There is, of course, a positive correlation be- 
tween syphilitic attack rates and subsequent first admission rates 
with syphilitic meningo-encephalitis (general paresis) and allied 
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disturbances to our mental hospitals. With a vigorous public health 
and public educational campaign waged by national, state and local 
authorities with full professional support, first admission rates of 
patients with psychoses associated with syphilis to all hospitals in 
the United States, except the Veterans Administration hospitals, 
declined from 6.3 per 100,000 in 1938 to 2.5 per 100,000 in 1950. 
The country’s state hospitals (with larger proportions of these pa- 
tients than mental institutions as a whole) showed a drop from 
10.3 per 100,000 in 1938 to 5.4 in 1949. Psychiatry gave hearty sup- 
port to the campaign which brought this about, support in the way 
of mental health education, in indoctrination of men in the armed 
forces, and in other ways. Some psychiatric institutions gave 
treatments for primary syphilis on the grounds that these were 
preventive measures against mental disorder. 


Considering present problems of hospitalization, any reversal 
of this trend toward elimination of the syphilitic mental disorders 
would be a disaster to psychiatry, if not a disaster of major pro- 
portions. The psychiatric efforts that were justified in the war- 
time and early postwar campaign against the venereal diseases 


should be equally justified now. And some of the efforts that are 
plainly needed can be better made by psychiatry than by any other 
discipline. The concept of venereal disease as a sin is an irra- 
tionality; and the specialty of psychiatry is supposed to be the 
treatment of irrationalities; the idea that gonorrhea can be ne- 
gleected like a common cold is an example of good reasoning from 
bad premises; and psychiatry is also familiar with this sort of 
thing in some mental disorders. 

Psychiatry need not concern itself with whether a venereal in- 
fection is the result of sin. Psychiatry’s job is not morals, but 
medicine; and mixing morals and medicine invariably produces 
bad medicine. The question of sin is one for conscience, the church 
and the clergy. It would be difficult today to find a clergyman or a 
creed who wants to complicate that question by mixing it with med- 
icine. Certainly no important church today would seek to inter- 
fere with the medical treatment of syphilis, nor would any enlight- 
ened clergyman of whatever creed. It is too well known, for one 
thing, that syphilis can afflict the blameless. The doctor, the dent- 
ist, the laboratory technician, the nurse or the midwife can be in- 
fected by a patient; an innocent wife or innocent husband of a vic- 
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tim is almost certain to be infected; so is an unborn child; so— 
though less probably—may be any other innocent member of the 
victim’s family or any other innocent associate. The clergy know, 
too, that the innocent wife is all too often the principal victim of 
gonorrhea; that she, as well as her “guilty” marital partner, may 
be made sterile by it, or may acquire arthritis, endocarditis or se- 
rious ophthalmic disorder from it. 


No important religious organization today holds that God sends 
any disease as a punishment; the idea is a hold-over from far 
darker ages. But that it is held firmly by many thousands of indi- 
viduals, nobody familiar with the sense of sin and shame, with the 
furtiveness and concealment of the venereal disease patient—and 
nobody familiar with the delusions of the mental patient—can pos- 
sibly doubt. It is a cultural heritage from days when God was 
generally believed to send this or that affliction (including mental 
disorder) in punishment for sin or disobedience—and a heritage 
carefully preserved by misguided, nonprofessional moralists, some 
of whom still seem to think that horror of disease is the best deter- 
rent from immorality. The facts-of-life books of 50 years ago used 
to stress the threat of retribution for immorality by personal 
agony and death from syphilis, as well as the sufficient real, and 
worse imagined, consequences of congenital syphilis, which illus- 
trated that the iniquities of the fathers are visited “upon the chil- 
dren unto the third and fourth generation.”* (The possible sacri- 
lege in the fact that human failure to cope with a curable disease 
is a human employment of a penalty specifically reserved for di- 
vine sanction seems to have been overlooked. ) 

Since the coming of the antibiotics, medicine has been in a posi- 
tion to extirpate venereal disease now and forever, if it can be 
treated like any other disease. This Quarrerty remarked 13 years 
ago that if the armamentarium even then at hand were adapted to 
treat tuberculosis instead of the venereal infections, there would 
soon be no more tuberculosis. Treatment means have vastly im- 
proved since that time; but the social attitude—the feeling that the 
sufferer deserves his suffering; the sufferer’s own feeling of guilt 
and shame; the general concept that a venereal infection is astigma 
—still prevents approach to the problem as any other question of 
disease would be approached. A rigorously-taught and painfully- 

*Numbers 14.18. 
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learned principle of the psychiatric discipline is that the making 
of moral judgments is the business of the clergy, not of medical 
practitioners, but even the psychiatrist as a social human being has 
affective reactions to such stigmata as syphilitic and gonorrheal 
infection. 

Perhaps psychiatry, which is surely best trained to see the need, 
should lead a renewed medical and social effort to treat sick people 
like sick people (which is a problem of mental hygiene) and leave 
the questions of their sin and guilt to their spiritual leaders whose 
business it is, and not to people whose business it is not. Except 
in certain well-defined psychiatric conditions, medical people are 
among those whose business it is not. Where such conditions are 
not evident, there is nothing to prevent a doctor from treating a 
venereal patient like any other patient; and referring him, if the 
patient feels he is a sinner, to the proper spiritual authority for 
confession, penance or repentance. 

If we could spread more widely, among both practitioners and 
the public, the healthy mental attitude and the insight to make 
medical consultations accepted as purely medical—and not moral 
—there might well be a socially-healthful increase in the numbers 
of venereal disease victims seeking medical help. 

To appreciate the difficulties in thus changing the general atti- 
tude, one should, perhaps, put one’s self in the patient’s place. The 
psychiatrist is not only a medical specialist, but is one whose spe- 
cialty has laid tremendous stress on the necessity of being non- 
judgmental. Yet it is hard to imagine even this professional man 
going calmly and placidly to a urologist colleague (one hopes he 
would not treat himself), and remarking without shame or guilt, 
“Doctor, I believe I have picked up gonorrhea.” 

If, despite all difficulties, a healthy change in attitude could be 
brought about, it might, moreover, also make the task of moral 
leadership easier for our spiritual leaders instead of harder. A 
person who hesitates to tell a doctor that he has a “hush-hush” dis- 
ease is even less desirous of telling a man of the cloth. If the dis- 
ease is treated and there is that much less to be ashamed of, the 
person who feels need of advice on morals may be more likely to 
seek it. 


The controlling concern of psychiatry remains the medical prob- 
lem, with the question brought well within the boundaries of the 
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specialty by the problem of prevention of psychoses and the mat- 
ter of bringing about improvement in an area of generally poor 
mental health. It is mental ill health, of course, to which pertain 
all the factors discussed here, and many more, in keeping sick peo- 
ple from seeking medical aid. This poor public mental health is in 
greatest evidence in the case of gonorrhea (with the minor ve- 
nereal disorders complicating it in some sections of the country). 

The initial symptoms of gonorrhea may be trivial; they may be 
self-limited. With ignorance or skepticism about its possibly seri- 
ous sequelae, this disease has been fertile ground for the growth 
of quackery and self-treatment since the foundation of modern 
medicine. However effective they have been in competent hands, 
the antibiotics have, if anything, contributed to the growth of ne- 
glect and self-treatment. The incidence and attack rates of gon- 
orrhea have never been determined; it is certain that the vast ma- 
jority of cases are never reported—and the reported increases in 
1954 attack rates represent an increase in only the small propor- 
tion that are. Estimates based on the ratio of gonorrheal to syph- 
ilitic cases in the armed forces are that from 400,000 to 800,000 new 


cases at the least occur annually in the United States. For the 
most part, these people neglect their infections or treat them- 
selves. 


The effect on these unreported ill of the knowledge that gon- 
orrhea is now easily and successfully treated has already been 
noted. Why bother with any kind of treatment for something that 
now actually 7s no worse than a bad cold (if treated)? Or why 
not treat it one’s self and avoid shame and blame? Won’t a shot 
of penicillin do it? 

Fear of precisely this—of symptomatic (and consequently inade- 
quate) self-treatment—was widespread before federal law prohib- 
ited the sale of penicillin without medical prescription. But in- 
quiry among hospital personnel will readily reveal that there is a 
flourishing black market for antibiotics in New York City and that 
there are doubtless others elsewhere. It is to be suspected that, be- 
sides supplying midwife abortionists and other illegal practition- 
ers, black market penicillin reaches the quack and the self-doser for 
gonorrhea. How much gonorrhea is inadequately treated, and how 
much syphilis escapes treatment because self-doses for gonorrhea 
mask syphilitic symptoms, are matters for pure speculation. 
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To combat this sort of thing requires efforts with which the 
workers for social hygiene are already familiar—efforts to per- 
suade the person with a venereal infection that he cannot afford to 
neglect it, out of regard for his own future physical and mental 
health, as well as that of his family. But the social hygiene people 
can use all the help psychiatry can give in the part of the educa- 
tional campaign which involves the emotions as well as the reason. 
It is not a job to be dismissed lightly to convince the ignorant, the 
indifferent or the guilty sufferer that he is free to seek medical 
help with full assurance that he will be treated as a patient, not a 
pariah; as a sufferer, not a sinner; as a person requiring medicine, 
not denunciation; as a subject for treatment, not sermons; as a 
sick individual to be cured, not further humiliated, scorned or dis- 
graced; in brief, as a human being in need of skilled human help 
and compassion, not as some variety of utterly loathsome outcast. 
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Maternal Dependency and Schizophrenia. By JoskepH ABRAHAMS, 
M. D., and Epirn Varon, M. A., M. 8S. 240 pages including index, 
appendix, and bibliography. Cloth. International Universities Press. 
New York. 1953. Price $4.00. 


It is still a fact that the possibilities of group psychotherapy are being 
developed slowly. This interesting and pertinent work clearly illustrates 
one of the multitudinous ways in which group therapy presents mental ill- 
ness in a new perspective. 

The authors were thorough in the work-up and evaluation of the indi- 
viduals selected for their therapeutic sessions and are commendably brief 
and pertinent in reporting methods and conclusions. Although the idea of 
including parents and children in therapeutic discussions is not a new one, 
few therapists have the temerity to attempt it, and for this reason; amongst 
others, this book is worth reading. 


The Study of the Brain. By Hyman S. Rusinsrein, M. D., Ph.D. 209 
pages. Cloth. Grune & Stratton. New York. 1953. Price $9.50. 


Chapter one of this work is concerned with gross dissection of the human 
brain. The following six chapters are devoted, generally, to a more inti- 
mate dissection, with the rest of the book given over to exploration of the 
rest of the nervous system. Sufficient references are made in Chapter One 
to other sections of the book to allow surveying the entire book by refer- 
enee-following alone. A course in functional neuro-anatomy is thus pre- 
sented. 

Dissection illustrations are numerous, although all but one are black and 
white. 

Detailed dissections of the brain are attempted on lines of function rather 
than on strictly anatomical lines, contributing to a more interesting presen- 
tation and explanation of material. 


A Synthesis of Human Behavior. By Joseru ©. SoLomon. 247 pages. 
Cloth. Grune & Stratton. New York. 1954. Price $5.50. 


This is an extremely well-mannered, inoffensive book, attempting a syn- 
thesis of human thinking, also using psychoanalytic precepts. Many state- 
ments are controversial. It is unclear for whom the book is written: it is 
too complex for the layman, too simple for the specialist. 
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Why Johnny Can’t Read—And What You Can Do About It. By Rv- 
popu Fiescn. 222 pages. Cloth. Harper. New York. 1955. Price 
$3.00. 


This is a bitter and brilliantly presented indictment of the current idiocy 
of teaching English as if it were Chinese. Dr. Flesch, who is a recognized 
authority on the business of reading, and who is, at the moment of writing 
this review, in India making a study for the Indian government of methods 
of teaching reading, estimates that American children are on the average 
two years behind British and continental European children in learning 
to read. His book is documented thoroughly. It demands the attention of 
everybody interested in the education of America’s future scientists or, to 
put it differently, in the future of American science. 


Children Are Artists. By Danie. M. Menve.owrrz. 140 pages including 


references and bibliography, plus photographie plates of child art. 
Cloth. Stanford University Press. Stanford, Calif. 1953. Price 
$3.00. 


It has long been an acknowledged fact that children love to indulge in 
almost all forms of art. Only recently have adults realized the importance 
of such expression to the child, and the value of understanding such efforts 
as indicators of personality development. 

Mr. Mendelowitz elucidates the interesting point that the artistic accom- 
plishments of children are in progressive correlation with somatic matura- 
tion and environmental comprehension. Children draw symbolically, just 
as they are prone to speak, initially emphasizing only the important points 
and then, as they mature, gradually paying more and more attention to the 
background. Artistic talent, and such correlated abilities as aptitude for 
design, color and arrangement, are said to be in direct proportion to the 
pleasure and satisfaction a child receives from his early endeavors. The 
amount of pleasure and satisfaction experienced is greatly influenced by 
adult approbation. That is to say, if a child receives encouragement in and 
pleasure from his early artistic activity, he will intensify his efforts in or- 
der to receive additional gratification and thus will develop exceptional pro- 
ficiency. He will develop this above average ability, even though his basic 
capabilities are average. Unfortunately, as the author correctly indicates, 
adult stimulation, in the form of encouragement, is often lacking, or is 
given on the basis of adult criteria which the child cannot meet. Conse- 
quently, the child becomes discouraged, diverts his efforts into other more 
satisfying channels, and is robbed of a valuable form of expression and 
development. 

This book is concise, brief, well illustrated and is a stimulating preface 
to a profound subject. 
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Recurrent Maladies in Scholarly Writing. By Evamnr 8. McCarrney. 
141 pages including index. Cloth. University of Michigan Press. 
Ann Arbor. 1955. Price $2.50. 


Until Dr. MeCartney retired in 1952, he was editor of scholarly publica- 
tions of the University of Michigan Press for 30 years. 

The reviewer finds it difficult to restrain his enthusiasm for this thought- 
ful volume, based on the author’s long editorial experience. The language 
of many ordinary unedited scientific manuscripts is something whieh must 
be read to be credited ; it passes description. 

The scientific research worker seems in general convinced that if he does 
his work carefully it doesn’t much matter how he reports it. (Of course, 
if he always reported perfectly, there would be fewer jobs for editors in 
the scientific specialties; but this sort of perfection will never be attained ; 
the writer who does not need editing has not yet been born.) Attention by 
writers to Dr. MeCartney’s book would help make the job of scientific edit- 
ing easier and the aim of clear scientific presentation a little nearer attain- 
ment. 

Dr. McCartney points out, in light and readable style, some of the more 
common errors in scientifie writing. He notes the often-found carelessness 
in reporting measurements, in comparing the like and the unlike, in ignor- 
ing exact definition and logic in the use of words, and in hunting up the 
long and involved technical phrase where simple English will do. 

Dr. MeCartney’s book is amusing. Almost anybody who reads, let alone 
anybody who writes, should enjoy it. It is amusingly illustrated. And it 
is full of the sort of facts which anybody using language to make a scien- 
tific report ought to know. This reviewer can think of nothing that would 
improve the general quality of scientific writing more materially or faster 
than for every beginning scientific writer to read this volume before he 
starts to write. It is also the sort of book that could do no little good on 
the desk of every writer among us, however experienced. 


The Family of Man. By Epwarp Sreicnen. 192 pages, approximately 
500 photographs. Paper. Published for the Museum of Modern Art, 
New York, by the Maco Magazine Corp., 480 Lexington Ave., New 
York. 1955. Price $1.00. 


This creation of the Museum of Modern Art is dedicated to the belief 
and the feeling that the human race is one great family. It is a very fine 
collection as photography. It is an excellent presentation of the spirit of 
the modern graphic arts. And it is splendid mental hygiene. Granted that 
a few pictures are not too pleasant, it is still a splendid book for the guest- 
room table or perhaps for the doctor’s waiting room—particularly if the 
doctor is a socially-conscious psychiatrist. 


APRIL-—1955—EK 
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Physiological Foundations of Neurology and Psychiatry. By Ernst 
Gettuorn, M. D., Ph.D. xiii and 556 pages. Cloth. University of 
Minnesota Press. Minneapolis. 1953. Price $8.50. 


In the main, Physiological Foundations of Neurvlogy and Psychiatry 
deals with the integrative processes within the central nervous system. In 
a monumental work, the author integrates his own significant research with 
the data of the experimental and clinical literature—the bibliographical 
index includes 1,263 references. 

The basis of this book is Gellhorn’s assumption that ‘‘the elucidation of 
the mechanisms underlying the behavior of the neurons at various levels 
of complexity will ultimately be of great importance to neurologists, neuro- 
surgeons, and psychiatrists.’’ He further assumes that ‘‘diagnosis will be 
aided by such knowledge, and therapeutic procedures will be based on it.’’ 

The author, in expounding his thesis, divided this book into six sections: 
Intrinsic and Extrinsic Factors Regulating Neuronal Activity ; Contribu- 
tions to the Physiology and Pathology of Movements; The Physiological 
Basis of Consciousness; Some Aspects of Autonomic Physiology; Integra- 
tions ; and Applications. 

The last section, which deals with autonomic tests in mental disorders 
and the physiological principles for the therapy of psychoneuroses and 
functional psychoses, will be of particular interest to psychiatrists and elin- 
ical psychologists. 


The Mustard Seed. By Vick: Baum. 437 pages. Cloth. Dial Press. 
New York. 1953. Price $3.95. 


The Mustard Seed presents a story based on thrill-seeking, interspersed 
with case studies of various subordinate personalities (sufferers from epi- 
lepsy, dope addiction, alcoholism, anxiety neurosis, ete.). The principal 
tale—of a depraved society and one completely unmaterialistic, God-like 
shepherd who helps others by his deep and sublime faith—is a bit too neat 
to be completely realistic. The story of the case studies and the way they 
were handled by the hero, might do some harm if a gullible reader were 
to follow the simple procedure and play the role of an amateur psychiatrist. 


Father’s Foosteps. by Damon Runyon, Jr. 181 pages. Cloth. Ran- 
dom House. New York. 1953. Price $2.95. 


Damon Runyon, Jr., besides chronicling the last years and the passing of 
his famous father, sets down notes of a family at once extraordinarily bril- 
liant and extraordinarily neurotic. He discusses his father’s alcoholism 
and his own and the effects of their respective neuroses on personality de- 
velopment and social relationships. The book is a moving and important 
one. 
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A Study of the Effects of Differential Stimulation on Mentally Re- 
tarded Children. By Hanoy M. Sxkeers, Ph.D., and Haroip B. 
Dvr, M. D. 1939. Reproduced in 1955 by U. S. Department of Health, 
Education, and Welfare, Public Health Service by permission of the 
American Association on Mental Deficiency. 1955. 


The Community Services Branch of the National Institute of Mental 
Health is reprinting a number of studies, for some time unavailable, of the 
Iowa Child Welfare Research Station. These are the widely-known inves- 
tigations in which the lowa workers first made public their conclusions that 
the IQ is subject to shifts of 25 points or more in the presence of favorable 
or unfavorable environmental factors. The reprints include A Study of 
Environmental Stimulation (191 pages), published by the university, Iowa 
City, Iowa, in 1938, and two subsequent studies besides the one by Skeels 
and Dye. 

Whatever the IQ is a measurement of, it used to be assumed generally 
that it representfied basic factors not subject to environment. With some 
reservations, this assumption is frequently made today. Consequently, the 
Iowa studies which indicate the posibility of general shifts on an environ- 
mental basis are of basic importance. The Iowa reports are consequently 
of great value to all concerned with child welfare and to all concerned 
with mental deficiency. This reviewer is glad to note that they are again 
obtainable, as they belong in every reference library dealing with either 
subject. Interested persons should apply to the National Institute of Men- 
tal Health, National Institutes of Health, Bethesda 14, Md. 


Human Society in Ethics and Politics. By Berrranp Russe. 227 
pages. Cloth. Simon and Schuster. New York. 1955. Price $3.50, 


It is a good idea, this reviewer thinks, for the psychiatrist who lives with 
emotionality and its effect on the intellect to sit down once in a while with 
the brilliant intellect that is Bertrand Russell. Sometimes we need to re- 
mind ourselves that the human intellect is as truly human as are its aber- 
rations. Russell is probably the intellect’s finest expression in the contem- 
porary world. In this book he examines the human basis of ethics as dis- 
tinguished from the supernatural; and he takes up the ethical aspects—as 
well as the practical—of world political developments. This volume is a 
powerful document against fanaticism and for freedom of the human spirit. 
Lord Russell has gained some hope since his pessimistic conclusion to T'he 
Impact of Science on Society. He states his present belief: ‘‘The future 
of man is at stake, and if enough men become aware of this, his future is 
assured, Those who are to lead the world out of its troubles will need cour- 
age, hope, and love. Whether they will prevail, I do not know; but, beyond 
all reason, I am unconquerably persuaded that they will.’’ 
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The Making of a Scientist. By Anne Ror. 244 pages. Cloth. Dodd, 
Mead. New York. 1953. Price $3.75. 

Over the past few years, Roe’s studies of the personalities of various pro- 
fessions, ranging from artists to pure scientists have been formally pre- 
sented in different psychological journals. Here she sums up her findings 
in non-technical, and frequently amusing form. Using batteries of psycho- 
logical tests, including the better known projective techniques, the TAT and 
the ubiquitous Rorschach, as well as specially devised tasks, Roe sought 
out 64 leading scientists acclaimed by their colleagues as representing the 
highest level of competence in their respective fields, in biology, physics, 
and the social sciences. The question that motivated her research was, 
**How do they get that way?’’ 

As one might expect, to persuade the scientists to submit to her testing 
was itself a formidable task; and the author’s relation of her experiences 
with them is often amusing. The answers she gives are tentative as yet and 
sketchy, but always stimulating. Perhaps the greatest value of the book 
lies in the secondary questions raised. A graduate student in search of 
thesis material might well find ample stimulation here. As its form is pri- 
marily one oriented toward the layman, the book may be of insufficient in- 
terest to the professional reader, because of the dearth of statistical and 
experimental details. Any appraisal of the findings must, of course, rest 
on the evaluation of the author’s technical writings. 


But That’s Unprintable. Dave Breger, editor. 149 pages. Paper. Ban- 
tam Books. New York. 1955. Price 25 cents. 

This is a neat little production of tabooed cartoon material. It is col- 
lected, with explanatory text, by one of America’s cleverest cartoonists. 
And a good many of the tabooed cartoons shown are his own. 

Death is almost never funny; religion is seldom so; there are strict limi- 
tations—despite appearances—on sex cartoons; profanity is carefully cen- 
sored. Probably the majority of these cartoons were denied original publi- 
cation because of fear of offending an advertiser, a group of readers, a pro- 
fession, or a minority of some kind or another. Many, however, were ta- 
booed on as illogical grounds as that of the radio and television code which 
for some time required references to the current Broadway dramatic hit to 
be made to the Dad-burned Yankees, Dommed Yonkees, and various other 
cireumlocutions for the horrible word ‘‘damn.’’ At this point, a taboo 
becomes of psychiatric as well as psychological interest. And among those 
of professional interest for other reasons are the taboos created in response 
to psychiatric efforts to promote mental hygiene and remove the stigma 
from mental disorder. Maybe in some places we have gone too far. Aside 
from all this, this book is to be highly reecmmended to psychiatrists and 
psychologists for the much better reason that it is extremely funny. 
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A Conceptual Framework for Social Casework. A Suggestive Out- 

line. By EB. C. Cocxern., L. J. LenrMan, P. Sacks and I, Stamm. 26 

pages. Paper. University of Pittsburgh Press. Pittsburgh. 1952 
(Re-issued 1953). Price $1.50. 

A Conceptual Framework for Social Casework by four members of the 
staff at the School of Social Work, University of Pittsburgh, is an outline 
of concepts and principles. A few of the ideas are basic and sound; others 
are highly theoretical and merely academic. The language used in this 
booklet—which is overpriced—sounds pedantic, with high-sounding but 
sometimes almost meaningless phraseology. The format of this publication 
is commendable; but the collective contributions of Professors E. E. Cock- 
erill, L. J. Lehrman, P. Sacks, and I. Stamm could produce a more com- 
prehensive and realistic treatment of the subject if the authors would only 
look less to the textbooks and more to actual life situations for solutions 
to problems. 


Existential Psychoanalysis. By Jean Pau. Sarrre. 269 pages. Cloth. 
Philosophical Library. New York. 1953. Price $4.75. 

‘*Existential psychoanalysis’’ is a misnomer; Sartre rejects the uncon- 
scious. Hence, the usurpation of an established term is inexcusable, espe- 
cially since the book is merely a rehash of existentialist ideas, expressed 
time and again by the same author. Once more, his complex and useless 
new terminology is presented. One reads of ‘‘being-in-itself’’ as opposed 
to ‘‘being-for-itself’’; and learns that what the ‘‘for-itself’’ desires is to 
become ‘‘in-itself-for-itself.’’ Sartre’s ignoring of dynamic psychiatry is 
illustrated by the fact that such terms as neurosis and defense mechanism 
are not even mentioned in the index. 


Death Was the Bridegroom. Py Craries Samuris. 157 pages. Paper. 
Gold Medal Books. New York. 1955. Price 25 cents. 


This book is one of Gold Medal’s series of famous murder trials—the 
Chester Gillette case. It contains much of the factual material, much of 
the testimony, and much of the pertinent comment, brought out in Gil- 
lette’s sensational trial. It is a document of some value and should be read 
as a corrective to Theodore Dreiser’s sentimentalized and vastly over-rated 
version of the same murder in An American Tragedy. 


The Cobweb. By Wiisiam Gisson. 369 pages. Cloth. Knopf. New 
York. 1954. Price $3.95. 


This novel about an ineffectual psychiatrist, enmeshed in an unhappy 
marriage with a frigid wife, is trite and badly written. It suggests evn- 
versation by uncured patients who want to prove that the psychiatrist has 
** feet of clay.’’ 
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False Witness. [}y Harvey Marusow. 255 pages including index. Cloth. 
Cameron & Kahn. New York. 1955. Price $3.00. 


Harvey Matusow is a liar to make Baron Munchausen blush with shame. 
False Witness is his account of his testimony at trials of Communist lead- 
ers, at Senate committee hearings, and elsewhere where the campaign 
against Reds was being waged. 

There are a few established facts about this book and its author. First, 
the author is a Gargantuan liar. Second, he was an informer. Third, 
this book is his earnest declaration that he lied all over the map in attack- 
ing the Communists. The small matter of whether his present story or 
his testimony against the Communists is false, is, of course anybody’s guess. 
The reviewer's is that he probably lied on both oceasions, And the per- 
son accustomed to dealing with liars is likely to conelude that there is 
more lying in the present book than in the original testimony. This book, 
however, is well worth reading by anybody interested in the general prob- 
lem of psychopathie personality or the particular problem of the pathologi- 
eal liar. Factually, it is close to worthless; psychologically, it is far 
from it. 


Logic and Language. (Second Series.) A. G. N. Flew, editor. 242 pages. 
Cloth. Philosophical Library. New York. 1953. Price $4.75. 


This book consists of a series of articles written by philosophers and 
logicians on recent linguistic developments. The articles are rather techni- 
eal and concerned with problems in logic: ‘‘Universals,’’ ‘‘Is Existence a 
Predicate?’’ ‘‘Categories,’’ ete. For the most part these are of interest 
chiefly to philosophers, students of philosophy, and those interested in the 
philosophical aspects of linguistics. Those who are interested in communi- 
cation and in the psychological aspects of semantics will not find this book 
especially pertinent. 


Death of a Science in Russia. Conway Zirkle, editor. 319 pages. Cloth. 
University of Pennsylvania Press. Philadelphia. 1949. Price $3.75. 


If genetics died in Russia in 1948, it seems to have been resurrected. It 
appears to have been impossible for even hungry Communists to eat Lysen- 
koism. This volume is an invaluable collection from the unofficial and of- 
ficial records which led to the 1948 outlawing of Mendelism and the recan- 
tations of Russia’s best genetic scientists. This could happen elsewhere. 
Conceivably, it could happen here, and this volume should be invaluable in 
any scientific library, among the source documents to be consulted in the 
face of future threats to freedom of science. 
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Concise Dictionary of American Grammar and Usage. R. ©. Whitford 
and J. R. Foster, editors. 168 pages. Cloth. Philosophical Library. 
New York. 1955. Price $4.50. 


A sound and usable dictionary of American grammar and usage is some- 
thing that would be welcomed by editor and writer alike. This one is com- 
piled and edited by competent authorities, but in this reviewer’s opinion 
it does not meet the obvious need. If such a work is to be useful, it should 
hardly duplicate our standard grammars and dictionaries. 

This book contains many definitions that are to be found in any accepted 
dictionary and that are not particularly American in origin or use. For 
example, it defines ‘‘colossus,’’ ‘‘obsolete,’’ and ‘‘sanatorium’’—the last, 
according to the authorities by whom this reviewer was taught, is incor- 
rectly defined. Besides this material, to be found in any ordinary diction- 
ary, there are definitions of parts of speech, punctuation and many terms 
likely to be misused. The usages here are both modern and acceptable. If 
these features of this dictionary can be expanded in future editions, it may 
come to be, after all, the useful volume for which its title would lead one 
to hope. 


Man on Earth. By Jacquerta Hawkes. 242 pages including index. Cloth. 
Random House. New York. 1955. Price $3.75. 


An archeologist who is the wife of the distinguished author, J. B. Priest- 
ley, sketches the evolution and the history of mankind in a work which she 
tells us she had first planned to write as poetry. Her picture is vivid. She 
sees man rising from the humblest beginnings to the highest intellectual 
attainment, only to be threatened today by his own mechanization and his 
own numbers. She, however, seems to believe in man; and, ‘‘as a human I 
suppose at heart I am confident in the goodness of existence and the need 
for it to go on.’’ This is a work which the scientist as well as the general 
reader should be able to follow with enjoyment. Miss Hawkes’ conclusions 
are far from indisputable but they are brilliantly reasoned and are ex- 
pressed in a language that suggests the poetry she originally planned. There 
is in her book much for the inspiration of courage and of hope. 


Why Not Think It Over? By A. T. Barr. 163 pages. Cloth. Exposi- 
tion. New York. 1954. Price $3.00. 


Dr. Barr presents a collection of little essays, many of them previously 
published as articles in a Canadian newspaper, and touching on all kinds 
of human problems. They could be called eracker-barrel philosophy on the 
pulpit or Ph.D. level. They contain—like much cracker-barrel philosophy 
—a good many useful little truths. The book is not, of course, intended for 
professional reading but should be entertaining to many non-professionals. 
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Aspects of the Psychology of the Tuberculous. By Gorpon F. Der- 
ner, Ph.D. 119 pages including index. Cloth. Hoeber. New York. 
1953. Price $3.50. 


This study of the attitudes, feelings and personality characteristics of 32 
hospitalized tuberculosis patients was made in an attempt to discover some 
of the psychological factors arising from tuberculosis, including the dis- 
ease and its concomitants. 

Psychometric tests, controlled interviews, rating scales and projective 
techniques were included in the method of investigation and are described 
in the text and in appendices A, and B. 

Some of the findings from this study indicate: 1. There was general 
traumatic reaction to the diagnosis of tuberculosis. 2. A wide variety of 
disturbed behavior was demonstrated. 3. The most frequent emotions were 
fear, apprehension and depression. 4. The most frequent thought of the 
patients was related to the desire to leave the hospital and return to active 
living. 

Implications drawn from this study indicate that psychotherapy, as an 
adjunct to the present prescribed methods of tuberculosis treatment, should 
begin when the patient is informed of his diagnosis and continue through 
the periods of treatment and rehabilitation. 


Psychonetics. A Neo-psychiatry. By Consrantin Paut Lenr. 128 pages. 
Cloth. Pen-Ink Publishing Company. New York. 1954. Price $3.00. 


The author states that he has written this book ‘‘to clear up many points 
that have been brought up in discussions and public utterances about Dia- 
netics and psychiatry.’’ He adds that it follows two years of professional 
experience with both dianetics and Freudian mental research. To the non- 
initiated, his methods seem close enough to dianeties to fit in the same classi- 
fication. 

The purpose of this review is to point out that psychonetics is poor stuff 
and should not be mistaken for a scientific discipline. 


Let’s Hear It. By G. W. Franke... 63 pages. Cloth. Stratford House. 
New York. 1952. Price $1.00. 


A sympathetic-friendly booklet is written by an ear specialist, himself 
hard of hearing. He describes his initial tribulations, gives advice to other 
sufferers, culminating in a four-point program: ‘‘Get an electronic hearing 
aid ; wear it all the day, every day; relax and enjoy its immeasurable bene- 
fits; forget it.’’ Ineluded are explanations of typical impairments of hear- 
ing; not ineluded are psychological explanations of how and why objective 
difficulties can be subjectively and unconsciously misused. 
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The Mystery of Marie Lafarge. By Eprru Saunvers. 256 pages in- 
cluding index. Cloth. Morrow. New York. 1952. Price $3.50. 


Edith Saunders presents a successful study of a cause célébre. Marie 
Lafarge, a poor relation of a well-known, aristocratic, family could not 
achieve her ambition to be an accepted member of the aristocracy and could 
not accept her lot as the middle-class wife of a selfish, coarse, provincial 
industrialist. The husband, following a short illness which showed all the 
characteristics of arsenic poisoning, died at his home, surrounded by his 
family, including his wife. Marie Lafarge was accused of murder; and, 
during the investigation, was accused of having previously stolen a necklace 
belonging to a former, close friend. At the end of stormy trials, she was 
found guilty on both counts. She died some 10 years later, in 1851, still 
proclaiming her innocence and having convinced numerous people that 
a sweet, innocent, good woman could not have committed such devilish 
crimes. 

The author tells us that she wrote the first half of the present book be- 
lieving Marie to be innocent. However, through her study of the facts, she 
became convinced that the accused was guilty. Miss Saunders’ account 
reads like a novel. She is sensitive to Marie’s personality and well aware 
of her social setting. The editor suggests a parallel between Flaubert’s fa- 
mous novel, Madame Bovary, and the Saunders book. This reviewer, how- 
ever, feels that there are as many differences between Emma Bovary and 
Marie Lafarge as there are similarities. Flaubert has injected himself in 
his heroine to the point of writing in his correspondence ‘‘ Emma, it’s me.’’ 
And Mme. Bovary succumbs to the social pressures, unable to deny to her- 
self the consequences of her behavior. On the other hand, there is an as- 
tonishing similarity in the deseription of the social factors involved in the 
two situations, and one can easily believe that Flaubert’s novel, written in 
the late 1850’s is based on the Lafarge affair. 

Over the past hundred years, we have gained understanding of personal- 
ity organization. But few clinical histories of a hysterical character dis- 
order have been written as vividly as this book. It reminds one of the fa- 
mous case of Madame Lefebvre, studied, however, from a psychoanalytic 
peint of view, by Marie Bonaparte. 


Rumble on the Docks. By Frank Patey. 367 pages. Cloth. Crown. 
New York. 1953. Price $3.75. 


Rumble on the Docks is a picture which at times is a daily occurrence in 
the lives of the people who work alongshore and the people who hire them. 
Woven into this background is a well-written story of a teen-age boy 
brought up in this environment and the test of his loyalty when torn be- 
tween his family and the gang. This is more sociological than psychological. 
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Personal Adjustment in the American Culture. By Franxin J. SHaw 
and Roperr 8. Orr. 388 pages. Cloth. Harper. New York. 1953. 
Price $4.00. 

In the past decade increasing recognition has been paid to the important, 
though frequently neglected, relationship of the individual to his social, 
cultural environment. Where previously the psychologist tended to regard 
personality, all too often, as evolving as an isolated unit, he now, under 
persistent persuasion by cultural anthropologists and sociologists, tends 
more and more to conceive of individual development as inseparably em- 
bedded within its unique social and cultural matrix. The present book pro- 
vides a good example of this current trend. Generally the authors conceive 
of a reciprocating relationship between the individual and his environment ; 
the individual is a product of social learning, and in turn, through his so- 
cial participation, influences his environment. 

The book is oriented toward practical application in the clinic, with much 
attention given to various behavioral problems. The theoretical framework 
tends to be vague, and often too general. The style is clear; summaries of 
the principal conclusions are provided at the end of each chapter, and fea- 
tured by good organization and careful integration ; and the book should be 
adequate either as an undergraduate text, or as a guide to the professional 
reader in the clinic. 


Simple Custom. By [au Moncreirre and Don Porrinoer. 63 pages. 
Cloth. Thomas Nelson and Sons Limited. London. 1954. Price $2.50. 
This small but very neat volume is a collection of the briefest possible 
notes on the development of various human habits from prehistoric times 
to the present. ‘‘Cheerfully illustrated,’’ as the authors state, it makes a 
readable, amusing and sardonic little survey of a large number of matters 
that we are accustomed to summing up under the general heading of cus- 
tom. This would be an excellent little volume for a psychiatrist’s waiting 
room, provided the psychiatrist’s patients were sophisticated enough—for 
a good many of the illustrations are too specifically British for other than 
the reasonably well-read American. 


Proceedings of the Fourth International Congress of Mental Health. 
Alfonso Millan, M. D., editor. XVI and 386 pages. Paper. La Prensa 
Medica Mexicana. Mexico City. 1953. Price $5.00. 

These Proceedings, edited ably by Dr. Alfonso Millan, of the congress in 
Mexico City, show a truly world-wide scientific approach to mental health 
problems, as well as interest in their possible solution. Delegates from 36 
countries participated in the congress. The papers run the gamut of sig- 
nificant themes, from ‘‘ Psychology and Mental Health,’’ and ‘‘The General 
Physician's Approach to Psychosomatic Medicine,’’ to ‘‘ Treatment of Early 
Schizophrenias.’’ 
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In the Minds of Men. By Garpner Murpny. 306 pages. Cloth. Basie 
Books. New York. 1953. Price $4.50. 


It was with good reason that UNESCO called on Gardner Murphy in 
1949 to fulfill a mission requested by the government of India. Responsible 
Indian leaders asked the United Nations organization for an American re- 
search scientist to study social tensions and prejudice there. Dr. Murphy, 
long recognized for his research abilities and particularly for his keen per- 
ception and understanding of the dynamies involving growth and function 
of personality, became a logical and indeed a happy choice, as is attested by 
his report, In the Minds of Men. 

The author was keenly aware of the extreme limitations of what might be 
termed a survey or pilot study, and he repeatedly warns of the dangers of 
generalizations. But, with limited funds, few assistants and too little time, 
he assembled an extensive report, by careful design and planning, incor- 
porating other independent but relevant research findings. 

An important and not unexpected conclusion is that much of India’s ten- 
sion and strife is directly tied to poverty and to the inflexibility of the 
socio-economic system. Equally interesting and of greater value with re- 
gard to future planning is the conclusion that of all measures aimed at 
India’s social and economic betterment, most has been accomplished through 
the program of self-help—of teaching the Indian how he may improve his 
lot through more efficient methods. 


Areas of Psychology. I’. L. Marcuse, editor. 532 pages with illustra- 


tions. Cloth. Harper. New York. 1954. Price $5.00. 


One of the current approaches to textbook writing in psychology is to 
arrange for each of a number of competent individuals to contribute a 
chapter in summary form on their respective areas of professional special- 
ization. Such is the nature of the present work. The scope is broad, and, 
among the topies are vocational guidance, legal psychology, esthetics, edu- 
cational psychology, physiological psychology, child psychology, and clini- 
cal psychology. 

Primarily intended ‘‘to give an overview of psychology to the non ma- 
jor,’’ the volume provides a comprehensive, though necessarily rather shal- 
low coverage of the major areas of specialization. Discussion revolves about 
the basic tenets, methodology, and practical application. The theoretical 
position is eclectic, representing a number of respectable positions. Per- 
haps of special interest is the inclusion of the chapters on legal psychology 
and esthetics, showing the increasing expansion of the field of psychology. 
The book is well written, each chapter is neatly organized, and precisely 
and clearly presented. 
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The Heart in Exile. By Ropney Gar.anp (Pseudonym of a British Psy- 
chiatrist). 314 pages. Cloth. Coward McCann. New York. 1954. 
Price $3.50. 


A novel about homosexuals is written by a British psychiatrist, also a 
homosexual. It is poor fiction, as it has a public relations aim, to promote 
pity for homosexuals; this reviewer thinks pity is out of place because to- 
day most homosexual inversion is generally considered a curable disease. 
Moreover, the structure of the novel is nonsensical: A homosexual psy- 
chiatrist is consulted by the fiancee of a homosexual who committed sui- 
cide; the suicide had been the psychiatrist’s first love; the psychiatrist be- 
comes an amateur detective, investigating the reasons for the suicide. 

A mass of misinformation is promoted in this book, with an air of au- 
thority. Some homosexuals are described as biologically explainable, espe- 
cially the psychiatrist himself (‘‘1 was born like that’’). The psychiatrist 
maintains that he has been analyzed, with a result recorded as purely de- 
seriptive (‘‘When I had been psycho-analyzed by Pollner at the hospital, it 
transpired—as I already knew—that I was bisexual’’). Finally, the im- 
pression is conveyed to the uninformed reader that a homosexual psychia- 
trist is quite acceptable as a good therapist, even has advantages over the 
heterosexual. This is clearly stated in a discussion with a bisexual who 
asks the psychiatrist the question, ‘‘What about you? The answer is: ‘‘I’m 
different . . . I was born like that. You weren’t and I can grapple with 
it. It’s even useful to me because it gives me an extra insight into people.’’ 

This plea for the homosexual psychiatrist cannot be strongly enough 
condemned. Homosexuality is a disease, and must be treated. Moreover, 
the book abounds with other misinterpretations, including the grotesque 
sentence: ‘‘I was a little uneasy about transference, a very common occur- 
rence between patient and psychiatrist.’’ There is no understanding that 
this phenomenon is typical. It is even suggested that it is something un- 
desirable and dangerous, not an unavoidable and necessary tool of therapy. 

The book is not only worthless, but is dangerous, because outdated mis- 
conceptions of homosexuality are presented as authoritative science. The 
irony of a homosexual! psychiatrist ‘‘treating’’ homosexuals is unsurpassed, 
especially when the physician’s own illness is presented as a sign of superi- 
ority and as ‘‘useful’’ because of giving ‘‘extra insight into people.’’ 


Interrelations Between the Social Environment and Psychiatric 
Disorders. 263 pages. Cloth. Milbank Memorial Fund. New York. 
1953. Price $1.50. 

Here is a collection of papers, showing how unclarified the intereconnec- 


tion of environment and psychiatric disorders really is. A series of investi- 
gations is reported in progress, 
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A Follow-up Study of the Results of Social Casework. By L. S. Ko- 
GAN, J. McV. Hunv and P. F. Barretme. 115 pages. Cloth. Family 
Service Association of America. New York. 1953. Price $2.50. 


Prepared by the Institute of Welfare Research, Community Service So- 
ciety of New York, A Follow-up Study of the Results of Social Casework 
attempts to assess the effects of service in the lives of clients some five years 
after their cases had been closed; and tries to determine the predictive va- 
lidity of defined changes reliably judged to have occurred during the 
client’s contact with the agency. This study is really an exploration in the 
complicated but significant area of evaluating the effectiveness of helping- 
services. The summary and conclusions drawn by the authors are important 
for future research. Supporting the conclusions are 21 tables of data 
analysis, in which it is established that, on the whole, a general positive 
movement, associated with casework help, tends to be sustained after the 
closing of eases. Drs. Kogan, Hunt and Bartelme have prepared this study 
with a view to scientifie objectivity, fairness, thoroughness, and honesty. 


Wartime Psychiatry. A Compendium of the International Literature. 
Nolan D. C, Lewis, M. D., and Bernice Engle, A. B., M. A., editors. 
938 pages. Cloth. Oxford. New York. 1954. Price $15.00. 


The editors of this book have done a wonderful job in collecting and sum- 
marizing about everything written on neuropsychiatric problems during 
World War II and afterward. 

The sections of the book relate to administration, legal procedures, psy- 
chiatric illnesses, special therapies, problems of selection, problems in com- 
bat, problems in demobilization and rehabilitation, the ‘‘ psychiatric team,’’ 
miscellaneous problems, ‘‘lessons to be learned,’’ and a book review section. 

At the beginning of each section there is a one-to-three-page comprehen- 
sive summary of its material. 

This book is of great present value and will be of more if another war 
comes along. It may help to prevent the failures and the disorganized ef- 
forts which hampered proper psychiatric care during the last one. 


The Causes and Treatment of Backwardness. By Sin Cyru. Burr. 
128 pages. Cloth. Philosophical Library. New York. 1953. Price 
$3.75. 


This volume covers the evolution of treatment of backwardness in Britain, 
from Dr. Johnson’s morbid dictum that ‘‘stupidity is commonly the result 
of stubbornness, and severity must be continued till negligence be cured’’ 
to the use of ‘‘psychographs’’ (profiles) in diagnosis. Written for the 
teacher by an educational psychologist, it is an understanding and useful 
volume. 
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Steps in Psychotherapy. By Joun Dotarp, Frank Aub, Jr., and 
A.ice M, Wurre. 222 pages ineluding index. Cloth. Macmillan. New 
York. 1953. Price $3.50 


This book shows what actually happens in psychotherapy, using as illus- 
trative material, a detailed account of the handling of a therapeutic case 
by a student-therapist—with the supervisor’s running commentary on the 
student’s methods. Following the case presentation, there is a discussion 
of what the steps in it were, then a discussion of sex-fear conflicts in mar- 
riage, and finally a discussion of the psychological tests given to this patient 
and the ways in which their results might be used. 

The therapeutic techniques are based on theory by Dollard and Miller. 
This theory is a blend of a reinforcement learning theory and psychoanaly- 
sis, with psychoanalysis providing the dynamics, and learning theory the 
precise application. 

Valuable insights on personality dynamies as well as an understanding 
of the effectiveness of ‘‘brief therapy’’ may be obtained from a study of 
this volume. It is pertinent to the professional interests of students, teach- 
ers, and researchers in the fields of abnormal psychology, social work, psy- 
chiatry, counseling and guidance. 


Alcoholism. By Jackson A. Smiru. 72 pages. Cloth. Lippincott. Phila- 
delphia. 1954. Price $3.00. 


This is one of the simplest and most practical works this reviewer has 
seen on alcoholism. Behavioral diagnosis, psychotherapy, delirium tre- 
mens, the use of Antabuse, other treatments, and treatment in general prac- 
tice are all adequately covered for the general physician. Also, there is suf- 
ficient emphasis on the fact that the relief of alcoholic symptoms is worth- 
less in the long run, if the cause is not combatted or relieved. 


Sand Against the Wind. By Lewis Arnowp. 379 pages. Cloth. Dutton. 
New York. 1954. Price $3.75. 

In a study of a woman’s denial of the value of human love, her faith in 
the belief that she is a law unto herself, and her subsequent drive for power, 
Mr. Arnold does a good job of bringing his main character to life—after 
which there is considerable let-down. 


One Generation After Another. By James Lex ELLeENwoon. 182 pages. 
Cloth. Seribners. New York. 1953. Price $3.00. 


This book is written by a parent who endeavors to combine simple psy- 
chology, faith, hope and love, into a formula for rearing the young. He 
evolves a working philosophy that many may find helpful. 








BOOK REVIEWS 335 


The Dear Old Gentleman. By Grorae Goopcni_p and Becunorrr Ros- 
_ ERTS. 231 pages. Cloth. Maemillan. New York. 1954. Price $2.75. 


The trial of Jessie M’Lachlan is one of the most celebrated in history. 
She was convicted of a Glasgow murder in 1862 and her conviction is gen- 
erally considered a great miscarriage of justice. James Fleming, aged wit- 
ness whom the judge called ‘‘the dear old gentleman,’’ is supposed by most 
modern students of the case to have been the real perpetrator of the crime. 
He was never tried or even arrested, although Jessie M’Lachlan was finally 
pardoned conditionally for life imprisonment and later released. 

Goodchild and Roberts have retold the M’Lachlan case in a modern set- 
ting, tracing the murder to ‘‘the dear old gentleman,’’ alias Angus Aitken 
in their fictional version. Their story is interesting, plausible and even 
probable. It is too bad that both they and their publishers neglect to 
identify, for the uninformed, the actual ease in which the dear old gentle- 
man appeared. Interested readers will find it in the Trial of Jessie M’Lach- 
lan, second edition, William Roughead, editor, published as one of the 
Notable British Trial Series in 1950. Both the original ease and this 
fictional treatment are, of course, of psychiatric interest. 


Clinical Psychiatry. lor Practitioners and Students. By Fan Sxor- 
TOWE, M. D. 383 pages. Cloth. 1954. McGraw-Hill. New York. 
Price $8.75. 

As a reviewer compares textbooks, he observes that the basic subject mat- 
ter changes little from one to another. And he wonders, too, why new ones 
of this sort are written, 

Presumably, each author hopes to say about the same thing as his prede- 
cessors, but in a better way, the way in which he has understood his sub- 
ject. In this case, and even though this reviewer has read many textbooks 
on psychiatry, Dr. Skottowe’s book is good reading. The subject is pre- 
sented in a slightly unusual way, and the descriptions of the various men- 
tal illnesses are well done. However, the A. P. A. classification is not fol- 
lowed and, for this reason, this textbook will probably not be used exten- 
sively in this country. 


Beethoven and His Nephew. By Epirna and Ricuarp Srerpa, 308 
pages. Cloth. Pantheon. New York. 1954. Price $5.00. 


This is a well-documented study along analytic lines of Beethoven’s re- 
lationship to his nephew. The authors explain the genius’ behavior as 
‘polarity between the male and female principle’’ and assume that Bee- 
thoven acted toward the boy ‘‘the relationship of a mother to her child,’’ 

The observation (or deduction) is missing that this ‘‘mother’’ wanted to 
be disappointed—unconsciously. 
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The Psychology of Man’s Possible Evolution. By P. D. Ousrensxy. 
114 pages. Cloth. Knopf. New York. 1954. Price $2.50. 

Ouspensky’s last book (he died in 1947) is a desperate attempt to cling 
to the supremacy of consciousness by enlarging it, while at the same time 
negating the very existence of the unconscious, Nature, claims the author, 
‘‘only up to a certain point and then leaves him, to develop 
further, by his own efforts and devices. . . . Man does not know himself. 

. This knowledge of himself is impeded by man’s not realizing how ig- 
norant he is of himself, that his waking state differs little from sleep.’’ 

By special schooling, enlargement is possible, the greatest obstacle being 
that ‘‘people would sacrifice anything but their negative emotions.’’ One 
of the basic rules is: ‘‘Man must sacrifice suffering.’’ 


develops man 


All this is coupled with the author’s violent feelings about the uncon- 
scious: ‘‘These are simply wrong expressions, wrong terms, which mean 
nothing and do not refer to any real faets.’’ The idea that ‘‘negative emo- 
tions,’’ leading to suffering, are artificially ‘‘created by imagination and 
’’ (all conscious, of course), and ‘‘can be destroyed’’ by will 
(all conscious, of course), negates in one grand gesture the unconscious 
problem of masochism. Little wonder that the author bitterly complains 
that people do not wish to ‘‘saerifice suffering,’’ which, of course, in fact, 
is something they cannot do, as such suffering is not under conscious control. 


identification 


sé 


Here’s Looking at You. By Henry B. Aversacu, 396 pages with illus- 
trations. Cloth. Vantage Press. New York. 1953. Price $4.50. 
Arriving in the mid-twentieth century, this book is a surprising, unex- 
pected addition to a voluminous library, which has been closed for nearly 
two generations, for respectable science has generally regarded phrenology 
as defunct. However, the flavor and vigor of the author’s presentation in 
the present book are of continued, virile existence. The psychologist could 
well envy the conviction and confidence with which he advances his con- 
clusions as accepted statements of fact. Any resemblance of the author’s 
speculations to serious scientific conjecture is, of course, largely gratuitous 
and incidental. The interest of this book, if it has any, for the professional 
worker, lies in the experiencing of an oddity, a historical resurrection. 


Doctor Pygmalion. The Autobiography of a Plastic Surgeon. By Max- 
wELL Maurz, M. D. 261 pages. Cloth. Crowell. New York. 1953. 
Price $3.50. 

The book has a good beginning, revealing the author’s empirically-con- 
ditioned drive and ambition to become a plastic surgeon. He gives inter- 
esting glimpses of his life and work, but the book is not an integrated whole 
or an artistic achievement; it reminds one too much of case histories. It 
may inform many readers, however. 
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Mental Illness in Washington County, Ark. Incidence, Recovery, and 
Posthospital Adjustment. By Leta McKinney Ap.er, JAMES W. Cop- 
DINGTON and DonaLp D. Stewart. 74 pages. Paper. Arkansas State 
Hospital and Arkansas State Board of Health, Little Rock; and the 
University of Arkansas Institute of Science and Technology. Fayette- 
ville. 1952. Free. 


This study is a portion of a broader investigation of mental illness and 
its treatment in Arkansas. The larger study, known as the Arkansas Men- 
tal Health Survey, is a joint undertaking of the State Board of Health, the 
Arkansas State Hospital, and the University of Arkansas. The present re- 
port is the result of an exploratory study of the outcome of hospitalization 
for 543 mentally ill persons in a single county. It is available without 
charge on request to the Institute of Science and Technology, the Univer- 
sity of Arkansas, Fayetteville. 


Background for Tomorrow. By Kare FRANKENTHAL. 108 pages. Cloth. 
Vantage Press. New York. 1953. Price $2.50. 


This little book contains some interesting and provocative compilations 
of the author’s research into the immediate past. She combines informa- 
tion with her own experience and composes a rather objective treatise, 
She has a feeling for cultural movement and change. Chapter by chapter, 
she brings one from a clearly-defined yesterday through developing stages, 
Thinking and planning for the future is reached. This reviewer is favor. 
ably impressed by her stress on the unity and solidarity of familial experi. 
ence as a fundamental for better mental health and harmony for tomorrow, 
in contrast to the frequent lack of individuality in the mechanistie world 
of today. 


Diplomatic Conclusions. By Roger Peyrerirre. 332 pages. Cloth. 


Thames and Hudson. London and New York. 1954. Price $3.50. 


This is the story of the Quai d’Orsay during the phony war, the fall of 
France and the resistance. It is told from the point of view of Georges de 
Sarre of Diplomatic Diversions and it is a picture of catastrophe seen as 
the progress of a lady, whose nickname might be translated as ‘‘dirty Joan 
of Are,’’ from foreign-office-desk dowdiness to a Reboux hat. Its charae- 
ters would, without exception, make excellent psychiatric case histories; but 
the view of their psychology is a surface one. The over-all picture, as dis- 
tinguished from the picture of individuals, is one of cynicism, opportunism 
and despair. This volume should help anybody understand the France of 
wartime and the bewildered fourth republic that has succeeded Vichy. 


APRIL-—1955-—L 
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Case Studies in Childhood Emotional Disabilities. Volume I. George 


E. Gardner, editor. 368 pages. Cloth. American Orthopsychiatric 
Association. New York. 1953. Price $5.00. 


This is a valuable book for clinicians doing therapy with children—in 
child psychiatry, clinical psychology and psychiatric social work. It is the 
proceedings of a series of workshops, sponsored by the American Ortho- 
psychiatric Association, where cases were presented in detail and discussed 
by the participants. Thirteen cases are presented in this book, each com- 
prising a workshop. They include a number of workshops not previously 
printed as well as some published in the American Journal of Orthopsy- 
chiatry. The titles of some of the wide variety of cases presented are: ‘‘A 
Case of Pseudoschizophrenia in a Child,’’ by Beata Rank and Samuel Kap- 
lan; ‘‘Ambivalence and Resistance to Treatment in a Delinquent Adoles- 
cent Boy,’’ by Gaston Blom; ‘‘Complementary Treatment of Mother and 
Child with Atypical Development,’’ by Eleanor Povenstedt and Irene An- 
dersen; ‘‘Psychogenie Diarrhea and Phobia in a Six-and-a-Half-Year-Old 
Girl,’’ by Melitta Sperling. 

The detailed presentations by authorities, with expositions of the progress 
in therapy, the presentation of productive collaboration between the psy- 
chiatrie and social work disciplines, and the stimulating discussions make 
this book highly to be recommended for those engaged in the treatment of 
children. 


Trial of Christopher Craig and Derek William Bentley. HH. Mont- 
gomery Hyde, editor. 264 pages. Cloth. British Book Centre. New 
York, 1955. Price $3.25 


Christopher Craig and Derek William Bentley were British delinquents 
of the post World War II variety. Craig, only 16 years old, murdered a 
policeman during a burglary in which the two were engaged. Bentley, 19, 
already captured at the time of the killing, was hanged. The actual killer 
escaped because of his youth. Bentley’s hanging took place in spite of a 
jury recommendation for mercy and in spite of a terrifie publie uproar. 

The account of the trial is an important document for all concerned with 
juvenile delinquency, from the police and the courts to psychiatrists. 


The Secret Stair. By Puyisis Borrome. 252 pages. Cloth. Harcourt, 
Brace. New York. 1954. Price $3.50. 
This novel wanders through war, accusations of rape, the confessional, 


infidelity and suicide. It is persuasive, if not entirely believable, and like 
most of Phyllis Bottome’s work is easy reading. 
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New World Writing—3rd Mentor Selection. 360 pages. Paper. The 
New American Library. New York. 1953. Price 50 cents. 


This work, like its two predecessors, is primarily oriented toward the 
presentation of new creative writing by a number of younger contemporary 
writers of merit. Some of the authors included have already received con- 
siderable acclaim, notably Alberto Moravia, Dylan Thomas, Ignazio Silone, 
and Edith Sitwell. 

The reader of this QuarrerLy will be particularly attracted to a pene- 
trating essay by the anthropologiest, Margaret Mead. Entitled ‘‘Sex and 
Censorship,’’ this lucid, objective, and thought-provoking essay is an ex- 
ploration of the relationship between the necessity for providing cultural 
checks upon sexual drives and the need for adequate satisfaction and ex- 
pression of sexual demands. Her position is roughly one of cultural rela- 
tivism, with the recognition that for the preservation of a society, sexual 
mores must be established which will provide for maximum stability and 
creative evolution. She briefly discusses the nature of pornography, re- 
marking that a condemnation of any writing or work of art as porno- 
graphic, is primarily a function of the evaluator’s single personality. 


Spies at Work. A History of Espionage. By Rona.p Sern. 234 pages 


including index. Cloth. Philosophical Library. New York. 1954. 
Price $4.75. 


Ronald Seth has a topie of fascinating possibilities. What makes a spy 
tick and the psychology of spying in general are among the most interest- 
ing of possible subjects for psychological investigation. Mr. Seth’s collee- 
tion, ranging from the siege of Troy to World War II, is, however, a col- 
lection of incidents. With a very few exceptions, his characters have no 
substance. For the most part, assigned motivations are superficial and, 
in most cases, inner motivations are obscure. The book is a good thriller; 
but, except for a very fine bibliography, contains little of psychological im- 
portance or interest. 


Psychological Statistics. Second edition. By Quinn McNemar. 408 
pages including index. Cloth. Wiley. New York. 1955. Price $6.00. 


Professor McNemar’s Psychological Statistics is a textbook which would 
appear to be admirably adapted for teaching, and is a valuable reference 
volume. Besides the broad coverage of the subject, a series of exercise ma- 
terial is presented, and an appendix covers the tables most commonly used. 
The non-statistician who must still understand something about the subject 
should find this book of considerable worth. 
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Health and Human Relations. Macy Foundation. XX and 192 pages. 
Cloth. Blakiston. New York. 1953. Price not stated. 


Health and Human Relations is the report of an international conference 
of the same title at Hiddesen, Germany, August 2-7, 1951, sponsored jointly 
by the Josiah Macy, Jr., Foundation and the World Federation for Mental 
Health. Not only does this report contain the usual, factual information 
and recommendations, it reflects the spirit of the conference and shows the 
organization and the dynamies of its development. ‘‘Mental health’’ as a 
theme is dealt with in terms of education, society, social tensions, neuroses, 
and human relations generally. This whole publication concerns itself with 
health in the broadest sense—as a basis for truly human and dignified in- 
terpersonal relations, including the ethical qualities of the personality. 


Beyond Anxiety. By James A. Pixe. VIII and 149 pages. Cloth. Serib- 


ner’s. New York. 1953. Price $2.75. 


James A, Pike’s Beyond Anviety has as its subtitle ‘‘The Christian An- 
swer to Fear, Guilt, Inhibition, Frustration, Indecision, Loneliness, and 
Despair.’’ As priest-counselor with considerable training, education and 
experience, Dr. Pike (who is dean of the Cathedral of St. John the Divine 
in New York City) writes with lucidity and religious earnestness on the 
problems that have come to his attention in the years of his service to hu- 
mankind. He deals also with down-to-earth problems in pastoral coun- 
seling, to which he often gives theological meaning and interpretation, based 
at the same time on highly realistic insights. Dean Pike believes that psy- 
chology can help us understand the nature of our insecurity but that it is 
religion that can provide the answers and the ultimate healing. 


Through Midnight Streets. By Joseru W. Meacuer. 299 pages. Cloth, 
Little, Brown. Boston, 1954. Price $3.75. 


This is a realistic, and better than average, if not distinguished, history of 
decay and ‘‘salvation’’ on the outskirts of a commercial section of Brook- 
lyn. The waterfront, weakness, greed and immaturity combine to destroy 
a life; and the realization of these human frailties saves another. 


The Blind Man. By Wa.rer Jens. 92 pages. Cloth. Macmillan. New 
York. 1954. Price $2.50. 


py ae 


The Blind Man has been variously described as ‘‘masterfully sparse,’’ ‘‘a 
small chef d’oeuvre,’’ and ‘‘poetry’’ though it is something less than these 
flowery phrases would make it. 

It is an uninspired story and an uncomfortable evening’s reading. 
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All the Sexes. By Grorce W. Henry, M.D. 599 pages including index. 
Cloth. Rinehart. New York. 1955. Price $7.50. 


All the Sexes is a study for the general reader by a practitioner of high 
repute, long experience and broad humanity. It is also well adapted for 
the general information of professionals in the social sciences which share 
the field of psychopathology with psychiatry. The compilation is volum- 
inous, the presentation conservative, and the general reader for whom this 
book would be suitable is the very well-informed or well-educated variety. 

Henry presents notes from a lifetime of psychiatric practice. He covers 
the field of sex variation or perversion from fetishism to homosexuality. He 
gives a great deal of background, if not etiology, for the aberrations he re- 
ports. He considers the roles of the law and of the clergy. Henry is prop- 
erly reserved about genetic theories; but he does appear to believe that 
there are ‘‘hereditary contributions to sexual maladjustment.’’ He seems 
unduly skeptical—if not hostile—toward psychoanalysis, and a good many 
professional readers will consider his treatment only superficially dynamic. 
His book, however, is an excellent orientation volume, despite any such 
reservations. Henry argues for tolerance and for efforts at treatment. He 
outlines a prevention program which is to be applauded from the standpoint 
of mental hygiene. 

Although this volume covers much the same territory as did Psychopathia 
Sexualis, it is unlikely to be bought, as is Krafft-Ebing, for purposes of 
prurience. It is informative and not at all sensational. It includes a short 
review of the history of sexual aberration and of sexual problems and, for 
this alone, is worth a place on the library shelf. 


The Dramatic Event. By Eric Bentizy. 278 pages. Cloth. Horizon. 
New York. 1954. Price $3.50. 


This is a series of theatrical reviews, published during the last two years, 
by a man who (theoretically) knows the limitations of the drama critic, 
but (practically) adheres to his alleged omnisecience. The book is full of 
apologies ; one of the most amusing is: ‘‘It isn’t their [the crities’] fault if 
people take so much notice of them.’’ The ‘‘eredulous dependence’’ of the 
publie on critics’ opinions is explained with a question mark: ‘‘Why does 
the New York public pay so much more attention to the newspaper critics 
than it used to? Is it the higher price of a ticket that makes the customer 
more cautious? Is caution the best description of credulous dependence on 
eight reporters?’’ The possibility that illiterate snobs have no opinions of 
their own and hide behind erities’ infallability does not occur to Bentley. 
No less amusing and misleading is the author’s description of the drama 
critic as ‘‘reporter.’’ Reporters report, and drama critics damn or praise, 
kill or make a play. 
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The Law of Primitive Man. By E. Apamson Hornet. 356 pages. Cloth. 


Harvard University Press. Cambridge, Mass. 1954. Price $5.50. 


An excellent analysis of one of the key building stones of human societies 
is presented here. Essential to any cultural growth, to any social organiza- 
tion, in facet, is some recognition of moral prescriptions, of what one can 
and cannot do to one’s fellowman; for without such regulating principles, 
any human gathering would disintegrate into self-destructive anarchy. 
Anthropologists of a former century would have had us believe that ‘‘ prim- 
itive man’’ was essentially lawless; but this was far from the case; since 
men first huddled about their pitiful little fire for warmth and collective 
security, a crude rule-of-thumb code of behavior was laboriously and pain- 
fully evolving. With this crude code, grew human society, which as it be- 
came more complicated, required more intricate codes. 

Essential to the understanding of the structure and functions of any 
society is an analysis of its legal or ethical prescription. The task to which 
Hoebel has set himself is just such an analysis, carried through with con- 
scientiousness a scholarly concern, with objectivity and documentation. 
Discussing first the fundamental concepts, methods and techniques utilized 
in the study of primitive law, the author turns to five major societies and 
outlines lucidly their legal structures. Beginning with the informal, rudi- 
mentary law of the Eskimo, Professor Hoebel reviews in succession the 
Ifugao, the Comanche, and the Trobriand Islanders, and closes with the 
complex constitutional monarchy of the Ashanti. A final chapter takes 
up the intricate relationship between religion and law. An ample bibli- 
ography of 14 pages of relevant source literature is provided. In all, this 
is an admirable treatise from which the student of human behavior may de- 
rive much useful knowledge, and what is more important, perhaps, a pro- 
vocative stimulus to thought. 


The Child’s World. By Puy..is Hostier. 212 pages. Cloth. Roy Pub- 
lishers. New York. 1953. Price $3.00. 


It is the author’s contention that each child’s world consists of three 
concentric spheres, the child in himself, the child at home and the child in 
the outside world. Departing from the usual tactic of first examining the 
child in himself, the author reverses the procedure and begins by diseuss- 
ing the child in the outside world. She gives as her reason the view that 
the vast majority of parents are less interested in the child in himself and 
in the home than in the facade they present to society, and that they are 
more interested in the child’s behavior at home than in the child’s inner 
feelings. While holding that this is wrong, she believes that a parent who 
will first study the child’s behavior outside the home may thus become bold 
enough to venture into home study and finally into inner study. 
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Handsome. By THeropore Pratt. 279 pages. Paper. Faweett. New York. 
1954. Price 35 cents. 


It is difficult to decide whether this novel is sensationalism of the worst 
order, or is an honest (though misguided) attempt at deseribing the tragic 
problem of satyriasis, or is the misuse of a sector of sex-illnes for ‘‘sale to 
the hundred thousands.’’ The story itself is silly: A young man gets homi- 
cidal every time a girl ‘‘frustrates’’ him. One murder is hushed up; 
finally the patient lands in a sanatorium where a giantess of a nurse takes 
eare of him and marries him. To keep him from trouble, she chains him 
and keeps him prisoner for three years. The prisoner escapes and has a 
series of adventures, to be finally caught again by his wife. All this is in- 
terspersed with misunderstood ‘‘analytic’’ explanations—neurosis and 
criminosis are not distinguished—and truly primitive language: ‘‘Her 
breasts declared themselves almost fiercely,’’ or, ‘‘He was beyond hearing 
anything except the high singing in his brain that told him to kill this 
woman.’’ Whatever conclusions the unhappy reader may reach, one is 
obvious; the psychiatric ‘‘explanations,’’ are naive. 


Now Is the Time. By Litiian Smirn. 120 pages. Paper. Dell. New 
York. 1955. Price 25 cents. 


In an ardent discussion of racial segregation, Lillian Smith, author of 
Strange Fruit, argues that ‘‘now is the time’’ to end it. ‘‘Don’t say, ‘Seg- 
regation’ cannot be done away with overnight,’’ she counsels. It can be, 
and it must be, she continues, ‘‘ For not only does our conscience, our demo- 
cratic values dictate that it be done away with immediately, but our need 
to command the respect and admiration of the rest of the world compels us 
to show that democracy is a genuine force in the United States, and not 
just a label.’’ By way of argument against the anti-segregationist, the au- 
thor outlines 25 questions, ranging from ‘‘If races mix, will it not result in 
an inferior breed of people as ‘mongrelization’ does with animals?’’ to 
‘*Would you want your sister to marry a Negro?’’ which she answers firmly 
and unequivocably. This is a clear, and at times eloquent, reply to the re- 
actionary. 


Roofs for the Family. By Eva Burmeister. 203 pages. Cloth. Colum- 
bia University Press. New York. 1954. Price $3.25. 


From Eva Burmeister, director of the Lakeside Home for Children in 
Milwaukee comes the story of the moving of her ‘‘family’’ of 45 children— 
from an old mansion to the modern cottage plan. The story is warm and 
friendly; technical competence and human understanding make it a fine 
book. 
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The Piltdown Forgery. By J. S. Weiner. 214 pages including index. 
Cloth. Oxford. New York. 1955. Price $3.50. 


Weiner is one of the scientists who finally exposed ‘‘Piltdown man”’ as 
the most extraordinary hoax in scientific history. His book is a brief re- 
view of the cireumstances surrounding the ‘‘discovery’’ of ‘‘ Eoanthropus’’ 
in 1912, the ‘‘dawn man’s’’ controversial scientific career of a little more 
than 40 years, and his final exposure as a deliberate composite of orangu- 
tan jaw and human cranium. 

Any hoax has some psychiatric interest. A scientific hoax of this mag- 
nitude should have very great interest indeed. Who perpetrated it and 
why, is something on which Weiner does not pass final judgment, but he 
finds it ‘‘strangely difficult’’ to dissociate Charles Dawson from this sus- 
picious history. He suggests that it might be fair to Dawson, long dead 
and unable to defend himself, to assume that he may have been implicated 
‘‘in a ‘joke,’ perhaps not even his own, which went too far.’’ A psychi- 
atric study of Dawson’s papers might be worth making. 


American Security and Freedom. By Maurice J. Go.ppioom. 84 pages. 
Cloth. Beacon Press. Boston. 1954. Price $1.50. 


In this brief report, sponsored by the American Jewish Committee, the 
author reviews the troublesome conflict between the need for national se- 
curity and the need to maintain safeguards of civil liberties. In a short 
survey, he deseribes the various legislative actions and administrative se- 
curity programs designed to guard against subversion—with a sharp eye 
to possible abuses of personal freedom. A thumbnail sketch of Communis- 
tie aims and methods is included. The author stresses the necessity for 
intelligent discrimination of those who truly represent threats to national 
security, from those who are ‘‘ guilty by mere association.’’ 


The Center of the Stage. By Gwrraip Sykes. 290 pages. Cloth. Far- 
rar, Straus & Young. New York. 1952. Price $3.00. 


There is some adroit writing in this novel of a psychologist who uses his 
training to whittle away at his wife, who is faithful to him in her fashion. 
Its soundness is another question, but there are some finely contrived situ- 
ations; and the not too captious reader is likely to enjoy it. ; 


The Loved and the Lost. By Morey CauLacHaN. 234 pages. Cloth. 
Macmillan. New York. 1951. Price $3.00. 


Here is an irritating and banal novel by a Canadian writer, centering 
around an incomprehensible girl who is never clarified for the reader, and 
hence offers no possibility of identifying with her problem, or even of re- 
jecting her. She is confused, and so is the whole narrative. 
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PHILIP MERTZ, M. D. Dr. Mertz is : New York City psychiatrist 
and psychoanalyst. A graduate in medicine of St. Louis in 1935, he is on 
the staff of Flower-Fifth Avenue Hospital and Medical School, the Vander- 
bilt Clinie and the Postgraduate Institute for Psychotherapy. He is chief 
consulting psychiatrist for the Association for Psychiatrie Treatment of 
Offenders and is associate medical director of the Brooklyn Association for 
the Rehabilitation of Offenders. He is also a consultant psychiatrist for 
the Board of Education, New York City. 


NEWTON BIGELOW, M.D. Dr. Bigelow is director of Marey (N. Y.) 
State Hospital and is editor of this QuARTERLY—a position from which he 
is now on leave of absence, a leave which began while he was serving as 
commissioner of mental hygiene of New York State. 

Dr. Bigelow was born in London, Ontario in 1904. He is a graduate of 
the medical school of the University of Western Ontario. Following a gen- 
eral internship, he joined the New York State hospital system and has 


been connected with it ever since. He became senior director of Marey 
State Hospital in 1945 and held that position when he was named commis- 
sioner of mental hygiene by Governor Dewey in 1950. He resigned the 
commissionership December 30, 1954. 


Dr. Bigelow is a diplomate in both neurology and psychiatry of the 
American Board of Psychiatry and Neurology and is author or co-author 
of a number of articles on scientific subjects. He has been editor of this 
QUARTERLY since October 1947. He is clinical professor of psychiatry at 
Albany Medical School, where he has taught for the last three years. 


L. L. BRYAN, M. D., C. M. Laramour L. Bryan received his M. D., 
C. M. degree from Queens University in 1930. From 1930 to 1932 he 
worked as a house surgeon in Ottawa General Hospital. In 1932 he be- 
eame associated with the New York State Department of Mental Hygiene 
and has been on the staffs of the Rome State School, Marcy State Hospital 
and Utica State Hospital. In 1952 he was appointed assistant director at 
Marcy. Dr. Bryan is a diplomate in psychiatry of the American Board of 
Psychiatry and Neurology. He is a consultant in neurology and psychiatry 
at Faxton Hospital, Utiea; Little Falls General Hospital, Little Falls; and 
Herkimer Memorial Hospital, Herkimer. Dr. Bryan is at the present time 
acting medical inspector of the Department of Mental Hygiene. 
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G. HARVEY CAMERON, Ph.D. Born in Canada, Dr. Cameron is a 
graduate of the University of Saskatchewan in 1922. As a graduate stu- 
dent and research assistant at the California Institute of Technology, he 
did pioneering work on cosmic rays in collaboration with the late R. A. 
Millikan, receiving his Ph.D. from the California institution in 1926. After 
four years as research physicist with the E. 1. DuPont Company, he was 


appointed to the faculty of Hamilton College where he is at present pro- 


fessor of physics. He is a member of the American Physical Society, the 
Acoustical Society of America, the American Association of Physies Teach- 
ers, and Sigma Xi, and is a fellow of the American Association for the Ad- 
vaneement of Science. Currently a consultant in electronics at Marcy 
(N. Y.) State Hospital, he also acts as consultant to the Speech and Hear- 
ing Center in Utica. He is the author or co-author of articles on cosmic 
rays, x-ray diffraction, and other topics in various scientific periodeals. 


VINCENT FERRERI, M. D. Vincent Ferreri is a graduate in medi- 
cine of the University of Bologna. He served as rotating intern at St. 
John’s Hospital at Long Island City, N. Y., and as admitting physician 
for two and one-half years at Cumberland Hospital at Brooklyn. He also 
served in a similar capacity at Coney Island Hospital, Brooklyn. He 
served as psychiatrist at Brooklyn State Hospital and in 1949 was trans- 
ferred to Marey State Hospital where he is now senior psychiatrist. 


SURGIS A. KOROLJOW, M. D. Dr. Koroljow was graduated from the 
Medical Institute of Odessa, Russia, in 1933. After having served an in- 
ternship, he worked in the field of skin diseases in Europe. He also par- 
ticipated in research in biochemistry for a number of years. Since 1947, 
he has served on the staff of Marey (N. Y.) State Hospital, where he is 
now a supervising psychiatrist. 


GERALD L. MANUS, M. A. Gerald I. Manus, clinical psychologist and 
head of the psychology department at Marcy (N. Y.) State Hospital re- 
ceived his B. S. and M. A. degrees from the City College of New York in 
1949 and 1950 respectively. Following graduation he served as teaching 
fellow in the psychology department of City College and as supervising 
psychologist at the Federation of the Handicapped, Inc., a rehabilitation 
agency in New York City. He is at present working on his thesis for his 
Ph.D. degree at New York University. 
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resident at Boston Psychopathic Hospital while holding teaching and re- 
search fellowships in psychiatry at Harvard Medical School. He was also 
clinical assistant in psychiatry at Tufts Medical College. Dr. Hecht has 
since served as a psychiatric resident at Mt. Sinai Hospital, New York 
City; he served two years as an army psychiatrist, and is now in private 
practice in New York City. 


DAVID V. BLAGG, M. A. Mr. Blagg is a psychiatric social worker 
who is at present associated with a private psychiatric practice in Dayton, 
Ohio. Born in Detroit in 1914, he is a graduate of the University of Akron 
in 1942; and he received his M. A. degree from the University of Chicago 
in 1947. For three years during World War II, he served as a psychiatric 
social worker in the United States Army Air Force. Mr. Blagg has been 
a psychiatric social worker at Michael Reese Hospital, Chicago, and was a 
supervising psychiatric social worker at the Veterans Administration men- 
tal hygiene clinic, Cincinnati. He is a member of the American Associa- 
tion of Psychiatrie Social Workers and the American Orthopsychiatrie 
Association. 


MILTON ROSENBAUM, M.D. Dr. Rosenbaum will assume the duties 
of director and professor of psychiatry at the Albert Einstein College of 
Medicine, New York City, next fall. He has been acting director of the 
department of psychiatry of the Hebrew University Medical College at 
Jerusalem. Born in Cincinnati in 1910, he is a graduate of the University 
of Cineinnati, and he received his medical degree from the College of Medi- 
cine there in 1934, After internship at Cincinnati General Hospital, he 
served as resident in psychiatry and neurology at Boston City Hospital, 
McLean Hospital, Waverley, Mass., and Massachusetts General Hospital, 
Boston. Before going to Israel, he served as assistant professor, associate 
professor and professor of psychiatry at the College of Medicine of the 
University of Cincinnati. 


Dr. Rosenbaum is the author of more than 60 scientific papers. He is a 
member of the American Psychiatrie Association, the American Psycho- 
analytic Association and other professional organizations. He has served 
as consultant in psychiatry to the Veterans Administration and the Surgeon 
General’s office of the United States Army. 
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received his medical degree from the University of Michigan Medical School 
in 1940. He trained in psychiatry at the Illinois Neuropsychiatric Insti- 
tute and at the Veterans Administration Hospital at Hines, Ill. He is at 
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present an associate psychiatrist in the division of neuropsychiatry, Michael 
Reese Hospital, Chicago, and an associate on the faculty of the department 
of neurology and psychiatry of the Chicago Medical School. He was for- 
merly a psychiatric consultant, [llinois Division of Vocational Rehabilita- 
tion. He is in full-time private practice of psychiatry and psychoanalysis 
in Chicago. 


EDMUND BERGLER, M. D. Dr. Bergler is a psychoanalyst in private 
practice in New York City, and is internationally known as a clinician, 
writer and research worker. He is a frequent contributor to this journal. 
Dr. Bergler is a graduate of the medical school of the University of Vienna 
and was formerly assistant director of the Vienna Psychoanalytie Clinic. 
He was widely known in professional circles in Europe before coming to 
this country. His scientifie publications now number considerably more 
than 100 books and articles. They have been published in Europe as well 
as in this country. Recent publications inelude the books: Fashion and 
the Unconscious and The Revolt of the Middle-aged Man. 


IRWIN M. SCHULTZ, M. D. Born in Jersey City, N. J., in 1924, Dr. 
Schultz attended grade and secondary schools and St. Peter’s College in 
that city. He was graduated from Georgetown University School of Medi- 
cine in June 1948. After a year of internship at Jewish Hospital in Brook- 
lyn, he served a year’s psychiatric residency at the Veterans Administra- 
tion Hospital, Coatesville, Pa., and a two-year psychiatric residency at 
Philadelphia State Hospital. He was in charge of the female division of 
the active therapy service of that hospital when he resigned to go on active 
duty with the U. 8S. Air Force Reserve in 1952. He is at present a staff 
physician at the Veterans Administration Hospital, Sepulveda, Calif., a 
new institution. He is a diplomate in psychiatry of the American Board 
of Psychiatry and Neurology. 


DAVID ROSS, M. A. Mr. Ross, born in Philadelphia in 1922, was 
graduated from high school there and received both his bachelor’s and his 
master’s degrees from the University of Pennsylvania, the latter degree 
with a major in clinical psychology. He was formerly a clinical psycholo- 
gist at Philadelphia State Hospital and is now engaged in statistical re- 
search with the California State Department of Mental Hygiene. 


WILLIAM E. McCULLOUGH, M.D. Dr. MeCullough is in the private 
practice of psychiatry and neurology at Santa Barbara, Calif. He is con- 
sultant in neurology and psychiatry at Camarillo State Hospital. A grad- 
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uate of Jefferson Medical College, Philadelphia, in 1921, he is certified in 
both neurology and psychiatry by the American Board of Psychiatry and 
Neurology. He is a fellow of the American Psychiatric Association and 
the American College of Physicians, and a member of other professional 
and seientifie organizations. 


Dr. MeCullough went to California from New York where he had been 
in private practice, specializing in neurology and psychiatry, for 15 years. 
He was, among other positions, associate clinical professor of neurology at 
the New York Medical School, attending neuropsychiatrist at Queens Gen- 
eral Hospital and New York Post Graduate Hospital, and director of neuro- 


psychiatry at Jamaica Hospital. 





NEWS AND COMMENT 


PAUL H. HOCH, M. D.,. NAMED NEW YORK COMMISSIONER 


Paul H. Hoch, M. D., internationally known research scientist, clinician 
and writer on psychiatric subjects, was named commissioner of mental hy- 
giene of New York State on July 7, 1955 by Governor Averell Harriman. 
He fills a post vacant since December 30, 1954, when Commissioner Newton 
Bigelow, M. D., resigned after serving since 1950 to return to his post 
as director of Marey State Hospital. The department had been adminis- 
tered in the interim by Deputy Commissioner Arthur W. Pense, M. D., as 
acting commissioner. 

Commissioner Hoch has been associated with the New York State De- 
partment of Mental Hygiene for many years. For the last 12, he has been 
engaged in research at the New York State Psychiatric Institute, where he 
was principal research scientist (psychiatry) in charge of the department 
of research psychiatry, when he was appointed commissioner. Among his 
various writings are a number of contributions to this QUARTERLY. 

A graduate in medicine of Géttingen in 1926, Dr. Hoch did postgraduate 
study and teaching at Gottingen and in Zurich before coming to this coun- 
try. As is customary, a photograph and further biographical notes of Dr. 
Hoch will be published in the next issue of THe Psycuiarric QUARTERLY 
SUPPLEMENT. 
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MARTIN GUMPERT, M. D., DIES AT 57 


Dr. Martin Gumpert, widely-known authority on geriatrics, and the 
writer of several popular books on the subject, is dead in New York City 
at the age of 57, following a heart attack. The author of poetry and novels 
as well as scientific and popular medical writing, Dr. Gumpert was born 
and educated in Germany but came to this country after the rise of Hitler. 
Besides his interest in gerontology, he was a dermatologist and syphilologist 
and had done considerable work in the study of physical deformity. 
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FREUD’S SISTER DIES IN NEW YORK CITY 


Mrs. Anna Freud Bernays, sister of Sigmund Freud, died in New York 
City on March 11, 1955 at the age of 96. At the age of 80 in 1940, Mrs. 
Bernays was the author of an article on her brother which became a basic 
source of information on his boyhood and adolescence. She was married 
to Ely Bernays, whose sister Martha was married to Dr. Freud. Mrs. Ber- 
nays’ son, Edward L. Bernays, is a widely-known public relations counselor. 
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20 MENTAL HEALTH RESEARCH GRANTS AWARDED 


The National Institute of Mental Health has announced the award of 20 
new research grants, ranging from less than $2,000 to more than $50,000 
for their first year of operation and amounting in all to more than $570,000. 
The specialties of the investigators include psychiatry, psychology, micro- 
biology, neurology and zoology. Five mental health investigator grants, 
totaling more than $226,000, were announced at the same time for studies 
in psychosomatic medicine, in childhood emotional disorders, in the socio- 
psychology of the hospitalized mentally ill, in the neurophysiology of con- 
sciousness and affective states, and in emotional phenomena in cancer 
patients, 

Two private grants of unusual interest to the New York State Depart- 
ment of Mental Hygiene were made recently. They are both allocated by 
the National Association for Mental Health from a $75,000 fund provided 
by the Supreme Council, 33d Degree, Scottish Rite, Northern Masonic 
Jurisdiction. One is for $8,000 to continue Dr. Franz Kallmann’s studies 
of heredity in schizophrenia, and the other for $3,000 to continue Dr. Hein- 
rich Waelsch’s study of chemical changes involving nuclear protein in the 
same disorder. Both investigations are under way at the New York Psy- 
chiatric Institute. 
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ISRAEL STRAUSS, M. D., DIES AT 81 


Dr. Israel] Strauss, president of the Society of Hillside Hospital, founder 
of the Jewish Mental Health Society, and nationally known as a neuro- 
psychiatrist, died in New York City on April 4, 1955 at the age of 81. He 
had been president of the American Neurological Association and of the 
Association for Research in Nervous and Mental Diseases. He had taught 
histology and embryology, and he organized the pathological department 
at Beth Israel Hospital. He was active in the field of medical jurispru- 
dence, and his efforts were considered in part responsible for changes dur- 
ing the 1930’s designed to modernize the New York State laws relating to 
psychiatry. 





“PREFACE TO A LIFE’’ IN DISCUSSION KIT 
A short sequence from the film, Preface to a Life, with an outline for a 
half-hour panel discussion, has been made available by the National Insti- 
tute of Mental Health for mental hygiene educational purposes. It is in- 
tended primarily for use on television public service programs, and infor- 
mation regarding it can be obtained from the National Institute of Mental 
Health, Bethesda 14, Md. 
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DR. RASMUSSEN TO GIVE HUTCHINGS MEMORIAL LECTURE 


Theodore Rasmussen, M. D., professor of neurology and neurosurgery at 
McGill University, will give the seventh annual Hutchings Memorial Lee- 
ture on October 3, 1955. Dr. Rasmussen will speak on ‘‘Some Aspects of 
the Surgical Treatment of Epilepsy,’’and the lecture will be given at the 
Syracuse University College of Medicine auditorium. The lecture is one 
of 10 in memory of Richard H. Hutchings, M. D., former editor of this 
QuARTERLY, former president of the American Psychiatrie Association and 
former superintendent of both Utica and St. Lawrence (N. Y.) state hos- 
pitals. Dr. Hutehings died in October 1947. He had taught for many 
years at the Syracuse College of Medicine, where the lectures are given, 
and, at the time of his death, was professor emeritus of clinical psychiatry 
at that school. 
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BEQUESTS CREATE MEMORIALS FOR DR. OBERNDORF 


A bequest of more than $400,000 to Cornell University and another to 
the Jewish Child Care Association by the late Clarence P. Oberndorf, M. D., 
are supporting a university mental health service for students and have set 
up a library of rare and outstanding psychiatric books. Dr. Oberndorf 
served the child care association and its predecessors for almost 30 years 
as director of psychiatry and as trustee; he was the dean of American psy- 
choanalysis at the time of his death in 1954; and the library his bequest 
establishes for the association is an outstanding scientific collection. It was 
dedicated in April. The Cornell bequest represented the residue of Dr. 
Oberndorf’s estate. It provides funds to operate in part the mental health 
division of the Cornell student medical service, one of the pioneer services 
of the sort on any American college campus. 
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DR. GLUECK LEAVES NEW YORK FOR MINNESOTA 


Bernard C. Glueck, Jr., M. D., direetor of New York State’s study into 
sex aberrations at the New York State Psychiatric Institute, is leaving state 
service on July 31, 1955 to become an associate professor of psychiatry at 
the University of Minnesota Medical School. The announcement was made 
on May 14 by Acting Commissnioner Arthur W. Pense, M. D., of the New 
York State Department of Mental Hygiene. The project Dr. Glueck has 
headed recently has been a joint study for the last six years of the New 
York State Departments of Correction and Mental Hygiene. Dr. Glueck, 
formerly supervising psychiatrist at Sing Sing Prison, is an instructor in 
psychiatry at Columbia University and associate psychoanalyst at the Co- 
lumbia University Psychoanalytic Clinie, positions he is also leaving for 
his new connection at the University of Minnesota. 


APRIL-—1955—M 
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$15,000,000 FOR MENTAL HEALTH RESEARCH 


The allocation of $15,000,000 for mental health research in the next two 
years was announced by the Ford Foundation on May 7, 1955 in a state- 
ment timed for the close of observance of national mental health week. 
Study of both cause and treatment of mental illness is contemplated; and 
present plans call for the support of research work in social and community 
aspects of mental health, children’s disorders, biological, physiological and 
somatic problems in mental illness, personality development, and thera- 
peutic methods and results. The work may be done in universities, medical 
schools and publie and private mental hospitals, besides independent re- 
search organizations. The announcement is in keeping with the exception 
made by the Ford Foundation trustees in announcing in 1950 that the 
foundation would not support work in the medical and physical sciences. 
At that time, it was said that support would be given for research into 
causes of personal maladjustment and neuroses and the improvement of 
methods for prevention and treatment. The present plans follow a two- 
year study made with a Ford Foundation grant in 1953 to inquire into 
problems and opportunities in the mental health field. 
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NEW YORK STATE HOSPITAL POPULATION AT NEW HIGH 


Resident patients in the New York State Department of Mental Hygiene 
institutions reached a new high of 116,513, an increase of 3,077 over the 
previous year, during the fiscal year ended March 31, 1955. The increase 
was due primarily, according to Acting Commissioner Arthur W. Pense, 
M. D., to a continued high rate of new admissions—not to lessened deaths, 
or discharges, or to decreased numbers released on convalescence. The ad- 
mission total of 23,858 was close to the 1953-1954 fiscal year record of 
23,960. The greater part of the population increase was in the state hos- 
pitals, not the schools for mental defectives or Craig Colony for epileptiecs, 
where increases were only 631 and 18 respectively, against 2,428 for the 
hospitals. 
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FILMS OF “LONELY NIGHT’’ MADE AVAILABLE 


The Lonely Night, documentary psychiatric film which had favorable re- 
views from leading dramatic critics, was released in 16 mm. film for un- 
restricted distribution by the Mental Health Film Board, of which M. 
Ralph Kaufman, M. D., is president, in April. The release was designed 
to permit wide showing of the film during mental health week in May. In- 
formation about sales and rentals may be obtained from the board at 166 
East 38th Street, New York 16, N. Y. 
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PROFESSIONAL MEETINGS SCHEDULED 

Announcements of professional association and other meetings of interest 
to psychiatrists and co-workers include the 36th annual convention of the 
national occupational therapy association, to be conducted in San Franciseo 
from October 25 to 28, 1955. It will be preceded by a workshop institute 
on October 24 and 25, featuring ‘‘The Patient’s Point of View.’’ The 
theme of the convention itself is ‘‘ Bridges to the Future.’’ 

The thirteenth annual conference of the American Group Psychotherapy 
Association, will be held on Friday and Saturday, January 13 and 14, 
1956 at the Henry Hudson Hotel, New York City. Six all-day workshops, 
six round-table discussions and three scientific sessions have been arranged. 
The Eastern Group Psychotherapy Association will meet at the New York 
Academy of Sciences on the evening of October 7; Dr. Hugh Mullan and 
)r. Edrita Fried will speak; and the diseussion subject will be, ‘‘The Pa- 
tient as a Therapist.’’ 

Courses for practitioners are announced by the University of Minnesota 
and the New York Academy of Medicine; the Minnesota course will be held 
at Douglas Lodge in the wooded northern part of the state; and the subject 
will be office psychotherapy; the dates are September 7 to September 9, 
1955. The Academy of Medicine will hold its Twenty-eighth Annual Grad- 
uate Fortnight from October 10 to 21, for study of ‘‘Problems of Aging.’’ 
Emotional and psychiatrie and public health aspects of the aging process 
will be among the subjects to be discussed. 
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NATIONAL ASSOCIATION ANNOUNCES NEW PUBLICATIONS 

A new pamphlet for use of administrators in employing volunteer aides 
for mental hospitals, and a series of six letters addressed to aging em- 
ployed people on their retirement problems are new publications of the Na- 
tional Association for Mental Health. The pamphlet, Volunteers in Mental 
Hospitals, is intended for directors, mental health associations and others 
interested in stimulating volunteer services for mental institutions. It con- 
tains a section by Director O. Arnold Kilpatrick, M. D., of Hudson River 
(N. Y.) State Hospital on the actual handling of such a program. The 
six letters, Notes for After Fifty, designed to be mailed in sequence a week 
or more apart, are intended for individuals who should be planning for re- 
tirement; they are to be distributed by the National Association, through 
state and local affiliates, industry, trade unions and other organizations. 

eS ON Stale 


PLANS FOR $30,000,000 NEW YORK STATE SCHOOL ANNOUNCED 
Plans for a new $30,000,000 state school for retarded children were an- 


nounced on June 4, 1955 by Governor Averell Harriman. The new New 
York State institution will be constructed in West Seneca, Erie County, 
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where it will serve Buffalo and the surrounding area. It will be designed 
for 2,400 patients, wtih provision for expansion in the future to 3,000, if 
this is required. 

The new school will be the first of four institutions to be constructed un- 
der the $350,000,000 bond issue voted for Mental Hygiene Department 
building at the fall election in 1954. The school is expected, among other 
objectives, to relieve some of the present overcrowding at Newark State 
School, which is located near Rochester. 


JOSEPHINE NEAL, M. D., NEUROLOGIST, IS DEAD AT 74 


Dr. Josephine Neal, formerly clinical professor of neurology at the Col- 
lege of Physicians and Surgeons, Columbia University, and for many years 
before her retirement in 1941 associate director of the bureau of labora- 
tories of the New York City Department of Health, died in New York In- 
firmary on March 19, 1955 at the age of 74. Dr. Neal’s research work in 
poliomyelitis, meningitis and encephalitis was widely recognized. A gradu- 
ate of Bates College in Maine in 1901, she taught school in that state for 
years to earn money for her medical studies at Cornell, where she received 
her M. D. in 1910. 











A Rorschach Training 
Manual 


By 
James A. Brussel, M. D., Kenneth 8. Hitch, 
and 


Zygmunt A. Piotrowski, Ph.D. 


With Color Illustrations of the Rorschach Cards 


Third Edition—Completely Revised and Greatly Enlarged 


This Third Edition of the State Hospitals Press’ previously 
untitled manual of the Rorschach method comprises the 
articles, ‘‘An Introduction to Rorschach Psychodiagnosties’’ 
by Dr. Brussel and Mr. Hitech, and ‘‘A Rorschach Com- 
pendium’’ by Dr. Piotrowski. The Brussel-Hitch paper, 
originally printed in THE PSYCHIATRIC QUARTERLY 
in January 1942 for military use was first revised for this 
manual in 1947 to adapt it for civilian practice and was 
again completely revised in July 1950. Dr. Piotrowski’s 
‘‘Rorschach Compendium’’ was written originally for the 
1947 edition of the manual and was completely revised and 
greatly enlarged for the third edition in July 1950. In its 
present form, it first appeared in THE PSYCHIATRIC 
QUARTERLY for July 1950. 


A price increase from 50 cents for previous editions to 75 cents 
for the present one has been necessitated by the enlargement of 
the book, as well as by increased costs of book production. 


86 pages and color illustrations Paper 1950 


Price 75 Cents 


STATE HOSPITALS PRESS UTICA 2, N. Y. 

















A PSYCHIATRIC WORD BOOK 


A Lexicon of Psychiatrio and Psychoanalytic Terms—for Students of 
Medicine and Nursing, and Psychiatric Social Workers 


By RICHARD H. HUTCHINGS, M. D. 
Seventh Edition (April 1943) Revised and Enlarged 
Sixth Printing 
255 pages; pocket size; gold-stamped, ruby, waterproof, 
semi-flexible, cloth binding 
PRICE $150 POSTPAID 


From Reviews of Seventh Edition— 


This very useful and convenient pocket-size lexicon . . . will be found to 
contain ali the terms . . . that any one is likely to need who reads psychiatric 
literature or speaks the language. —American Journal of Psychiatry 


A book which admirably fulfills its purpose. This new edition includes 
Rorschach terms and short biographical notices. 
—Amerioan Journal of Orthopsychiatry 


STATE HOSPITALS PRESS Utica, N. Y. 











SOCIAL AND BIOLOGICAL ASPECTS OF MENTAL DISEASE 
By 


BENJAMIN MALZBERG, Ph.D. 
New York State Department of Mental Hygiene 


Statistical analyses of the records of admissions to New York civil 
state hospitals provide a basis for study of these vital problems: 
the increase of mental disease; the relation of mental disease to age, 
sex, environment and marriage, nativity and race; expectation of life; 
the efficacy of insulin shock therapy. A valuable work of reference 
for the psychiatrist, the biologist, the sociologist and the statistician. 


Olothbound 1940 360 pages with index 
Price - - - $2.50 


STATE HOSPITALS PRESS 
Utiea, N. Y. 




















